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SETTING THE CONTEXT





�Preface

Preface

The present guide is intended to help USAID 
program officers integrate gender-based 
violence (GBV) activities into their health 

sector portfolio during project design, implementation, 
and evaluation. The guide focuses on what the health 
sector can do, keeping in mind that preventing 
and responding to gender-based violence requires 
a multisectoral approach. For each type of health 
program—from community mobilization to health 
policy—the guide explores reasons why these programs 
should address gender-based violence and how to 
support GBV activities based on what is known about 
promising approaches from literature reviews, (e.g. 
Heise et al., 1999; Guedes, 2004; Bott et al., 2005), the 

opinions of leading experts, and feedback from USAID 
and cooperating agency staff. 

Because this document focuses on specific design 
and implementation guidance, it does not contain 
in-depth programmatic examples. For more detailed 
information about interventions and country-
specific examples, please refer to the resources 
listed in Part III—in particular, the 2004 literature 
review by Guedes titled “Addressing Gender-based 
Violence from the Reproductive Health/HIV Sector: 
A Literature Review and Analysis.” The literature 
review can be accessed at http://www.prb.org/pdf04/
AddressGendrBasedViolence.pdf.
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Gender-based Violence

Research demonstrates that gender-based 
violence has implications for almost every   
 aspect of health policy and programming, 

from primary care to reproductive health programs 
(Heise et al., 1999; Guedes, 2004). Not only do 
women experience substantial morbidity and mortality 
as a result of physical and sexual violence, but violence 
exacerbates other health conditions, including HIV 
transmission. Increasingly, donors have been addressing 
violence against women in their health policy and 
programming portfolios. Indeed, a recent strategic 
assessment of USAID’s global health work revealed 
that USAID already invests substantial resources in 
preventing and responding to gender-based violence 
as a public health issue—albeit in a decentralized way 
(Bott and Betron, 2005). Furthermore, the President’s 
Emergency Plan for AIDS Relief supports reducing 
violence and coercion as one of its five high-priority 
gender strategies.

What is “gender-based” violence? 

Gender-based violence is violence involving men and 
women, in which the female is usually the victim; and 
which is derived from unequal power relationships 
between men and women. Violence is directed specifically 
against a woman because she is a woman, or affects 
women disproportionately. It includes, but is not limited 
to, physical, sexual, and psychological harm… It includes 
that violence which is perpetuated or condoned by the 
state. [United National Population Fund (UNFPA) 
Gender Theme Group]

Forms of gender-based violence include: physical, 
sexual, and psychological/emotional violence within 
the family; child sexual abuse; dowry-related violence; 
rape and sexual abuse; marital rape; sexual harassment 
in the workplace and educational institutions; forced 
prostitution; trafficking of girls and women; and female 
genital cutting. However, to limit the scope of this 
document, the guidelines that follow focus on two 
common forms of gender-based violence: intimate 
partner violence (physical, sexual, and emotional) 

and sexual violence by any perpetrator. For additional 
information on trafficking and female genital cutting, 
please refer to USAID’s official guidance on these two 
topics. 

Although men can also be victims of intimate partner 
and sexual violence, this type of violence affects women 
disproportionately. For instance, both males and 
females report sexual coercion, but the majority of 
victims are female (CDC, 2003), and the vast majority 

DEFINITION,   PREVALENCE,  AND RISK FACTORS

of perpetrators are male (Heise et al., 1995). In terms 
of murders committed by an intimate partner of the 
opposite sex, the World Report on Violence and Health 
(Krug et al., 2002) shows that between 40 percent and 
70 percent of all women who are murdered are killed 
by a (male) intimate partner. In contrast, between 4 
percent and 8.6 percent of men who are murdered 
are killed by a (female) intimate partner. Moreover, 
a sizeable proportion of these homicides may have 
been committed by women in self-defense, either in 
response to an attack or in a situation of long-term, 
chronic abuse by her partner. In summary, while men 
are much more likely to be attacked by a stranger or 
an acquaintance, women are much more likely to be 
attacked by someone close to them, such as a husband 
or male partner. 

Why “gender-based” violence?

Violence against women cannot be understood in 
isolation from the gender norms, beliefs, and social 
structures that influence women’s vulnerability to 
violence. For example, women are more likely than 
men to be sexually or physically assaulted or killed by 
someone they know—often by their own husband/

Guidelines on female genital cutting can be found at: 
http://www.usaid.gov/our_work/global_health/pop/
techareas/fgc/index.html. 
Guidance on trafficking can be found at:
http://www.usaid.gov/our_work/cross-cutting_
programs/wid/pubs/pd-abx-358-final.pdf.

�
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partner. Women’s subordinate social, economic, 
and legal status in different settings often makes it 
difficult for them to get help once violence occurs. 
Because violence against women is rooted in gender 
inequality (Jewkes, 2002), “gender-based violence” 
has become an internationally accepted way to refer 
to physical, sexual, and psychological violence against 
women. However, gender-based violence can also 
include violence directed toward men and boys who 
may be perceived as acting outside of gender norms 
that dictate rigid ideas of masculinity (Barker and 
Ricardo, 2005; Betron and Gonzalez, forthcoming). 
While data on gender-based violence related to men 
and boys does exist, it is limited. Furthermore, there 
are gaps in resources, knowledge of programming 
responses, and recommendations focusing on men’s 

and boys’ vulnerabilities to GBV. This guide focuses 
specifically on gender-based violence as related to 
women and girls because they are disproportionately 
more affected by GBV (as noted above), there are more 
data available, and there is consensus on programmatic 
recommendations to address GBV against women and 
girls.

How common is it? 

Comparative data on the prevalence of gender-based 
violence are difficult to collect, as prevalence estimates 
vary depending on how researchers define gender-
based violence, the questions they ask, the timeframes 
they explore, and the sample characteristics (Bott et 
al., 2005). Furthermore, most surveys are believed 

Note:  Physical violence was defined as: slapped; had something thrown at her that could hurt her; pushed or shoved; hit 
with a fist or something else that could hurt; kicked, dragged, or beaten; choked or burnt on purpose; threatened with 
or experienced use of a gun, knife, or other weapon. Sexual violence was defined as: physically forced to have sexual 
intercourse when she did not want to; had sexual intercourse because she was afraid of what her partner might do; was 
forced to do something sexual that she found degrading or humiliating (Garcia-Moreno et al., 2005). 

Figure 1. Percentage of Women Reporting Gender-based Violence, by Type of Violence
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Source: WHO multi-country study, Garcia-Moreno et al., 2005.

Table 1.  Prevalence Estimates of Different Forms of Gender-based Violence

Physical violence 10 percent to over 69 percent of women around the world report being hit or 
physically harmed by an intimate partner at some point in their lives (WHO, 2002). 

Sexual violence Nearly one in four women report sexual violence by an intimate partner in their 
lifetime (Ellsberg et al., 2000; Mooney, 1993; Hakimi et al., 2001).

Forced sexual initiation Rates of “forced” sexual debut range from 7 percent in New Zealand to 46 percent in 
the Caribbean (Heise and Garcia Moreno, 2002).
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Examples of individual factors associated Examples of individual factors associated 
with a higher risk of becoming a perpetrator with a higher risk of experiencing GBV

● Alcohol or drug use ● Consumption of alcohol or drugs

● Low income or academic achievement ● Previous history of abuse

● Witnessing/experiencing violence as a child ● Becoming empowered through education or  

● Attitudes that justify violence against women economic advancement, in traditional settings

● Poverty (especially for sexual violence) 

What are risk factors for perpetrating and 
experiencing gender-based violence?

To understand why physical and sexual violence against 
women is more common or severe in some settings, 
researchers have identified community and societal-level 
risk factors that appear to be associated with higher 
rates of gender-based violence. This body of research 
is incomplete and tentative, but the World Health 
Organization (Krug et al., 2002) highlights a number 
of factors supported by evidence.

Evidence suggests that rates of GBV are highest in 
settings where social norms support gender inequality, 
where communities fail to punish men who use 
physical or sexual violence against women, and where 
violence against women is considered normal or 
justified (e.g., see Counts, Brown, and Campbell). Even 
when a society does not openly support male violence 
against women, social norms may isolate women 
from seeking help, for example by reinforcing the 
idea that family violence is a private matter in which 
outsiders should not intervene, or that sexual violence 

Examples of factors associated with high 
levels of violence against women at the 
community level

Traditional gender norms that support male 
superiority and entitlement

Gender norms that tolerate or even justify 
violence against women

Weak community sanctions against perpetrators

Poverty

High levels of crime and conflict in society more 
generally

●

●

●

●

●

Data on prevalence of violence against women are 
also collected in several developing countries by the 
USAID-funded Demographic and Health Surveys 
(DHS). DHS data on violence have several distinct 
programmatic and policy advantages: they are 
nationally representative, fairly standardized across 
countries, and are an inherent part of a package of 
data available for each individual, including data on 
background and demographic, nutritional, and health 
characteristics. The DHS violence data thus provide 
insight into both the risk factors for violence and the 
demographic and health correlates of violence. In 
spite of these advantages, it should be noted that small 
in-depth studies solely dedicated to measurement 
of GBV may be more likely to yield more accurate 
prevalence estimates of violence (Ellsberg et al., 2001). 
(A comparison of the results of three population-based 
studies on violence against women in Nicaragua found 
that small studies that focus on violence tend to result 
in higher prevalence rates.) Table 2 lists prevalence 
rates for countries where DHS data are currently 
available. Other countries for which new and updated 
violence data will soon be available include Bangladesh, 
the Democratic Republic of Congo, Ghana, Jordan, 
Liberia, Mali, Turkmenistan, Ukraine, and Zambia.

to underestimate prevalence, as survivors may not 
report gender-based violence because of fear, shame, 
and lack of adequate services—among other reasons. 
Nonetheless, a multi-country study on the prevalence 
of gender-based violence conducted by the World 
Health Organization (WHO) confirms its widespread 
nature. In virtually all settings where researchers 
have collected population-based data, surveys have 
found that gender-based violence affects significant 
proportions of girls and women across all groups and 
classes (see Table 1 and Figure 1). 

�
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na:  Not available.
1 Does not ask about sexual violence explicitly.
2 Includes widows. 
3 Excludes widows.

References for DHS data on violence: DHS national country reports; the 
website www.measuredhs.com; and Kishor, Sunita and Kiersten Johnson, 
2004. “Profiling Domestic Violence—A Multi-country Study.” Calverton, 
Maryland: ORC Macro.

Table 2.  Percentages of Ever-married or Ever-partnered Women Ages 15–49 Who Have 
Experienced Physical or Sexual Violence by any Husband/Partner Ever and in the 12 Months 
Preceding the Survey by Country
Source: Various Demographic and Health Surveys, 1998–2007

 

Country

Ever-married/partnered women

Percentage who have ever 
experienced violence 
by a spouse/partner

Percentage who have experienced 
violence by a spouse/partner 

in the past 12 months

Azerbaijan 2006 13.5 
(n=3,847)2

10.2 
(n=3,691)3

Bolivia 2003 53.3
(n=12,005)

na

Cambodia 2005 13.7
(n=2,037)

8.7
(n=2,037)

Cameroon 2004 43.4
(n=2,160)

28.0
(n=2,160)

Colombia 20051 39.0
(n=25,279)

na

Dominican Republic 2007 17.2
(n=7,719)

11.7
(n=7,719)

Egypt 2005 33.7
(n=5,613)

21.7
(n=5,613)

Haiti 2005 20.0
(n=2,420)

16.8
(n=2,420)

India 2005–2006 37.2
(n=66,658)2

23.9
(n=63,966)3

Kenya 2003 42.9
(n=3,856)

28.2
(n=3,856)

Malawi 2004 28.4 
(n=8,054)

18.5 
(n=8,054)

Moldova 2005 24.3 
(n=4,209)

14.6 
(n=4,209)

Nicaragua 1998 30.2
(n=8,507)

13.2
(n=8,507)

Peru 2004 42.3
(n=2,861)

14.5 
(n=2,861)

Rwanda 2005 33.8 
(n=2,338)

25.6 
(n=2,338)

Uganda 2006 59.1
(n=1,598)2

45.0 
(n=1,518)3

Zambia 2001–2002 48.4
(n=3,792)

26.5
(n=3,792)

Zimbabwe 2005–2006 38.2 
(n=4,658)2

30.5 
(n=4,188)3
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is shameful for the victim. One important finding 
from numerous studies is that violence against women 
may actually increase in communities when women 
begin to break from traditional gender norms through 
educational or economic empowerment—at least until 
they attain a high enough status to be protected from 
backlash against these changes (Krug et al., 2002). 

There is strong evidence that crime levels and conflict 
in society more generally are not only correlated but 
causally linked with higher levels of violence against 
women. For example, physical and sexual violence 
against women tends to increase during or after armed 
conflicts (Human Rights Watch, 2004; IRC, 2004). 
Violence against women also tends to rise following 
natural disasters—perhaps due to the erosion of 
legal and social structures that would normally act as 
protective factors (Enarson, 1998). 

A substantial body of research has explored individual-
level risk factors associated with an increased likelihood 
that a man will become a perpetrator or that a girl 
or woman may experience physical or sexual abuse. 
For example, studies have repeatedly shown that boys 
who witness or experience violence as children are at 
heightened risk of using violence against women as 
adults—one of many findings that support the idea 
that violence against women is a learned behavior. The 
World Health Organization cites other individual risk 
factors associated with perpetration or vulnerability to 
violence.

It is essential to note, however, that risk factors that 
are associated or correlated with a higher risk of 
perpetration or victimization have not always been 
shown to have a causal link. For example, alcohol use 
is widely associated with perpetrating and experiencing 
violence, but perpetrators sometimes use alcohol to 
prepare themselves to commit premeditated acts of 
violence, and victims of violence may use alcohol to 
self-medicate emotional sequelae of abuse (Jewkes, 
2002). In these examples, the violence (or intention 
to commit violence) may come before the alcohol use, 
clouding the issue of which is the cause and which 
is the result. Other contested individual risk factors 
include poverty, experiences of transactional sex, 
economic stress, and so forth. Unfortunately, most 
studies in this area have been cross-sectional surveys 
that can neither determine whether the risk factor 
preceded the violence nor provide qualitative insights 
into complex social dynamics. Causal relationships 
between risk factors and violence should not be 
assumed without an in-depth understanding of how 
they influence men’s propensity to use violence against 
women.

From a public health perspective, community-level 
risk factors may be the most helpful for identifying 
promising ways to reduce violence against women. 
Focusing too much on individual risk factors may 
obscure the fact that violence against women tends to 
occur throughout society and across all demographic 
and socioeconomic groups and appears to be heavily 
influenced by community norms and responses.

�
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negative consequences for women’s health and 
well-being. The consequences of gender-based 

violence can be fatal, such as homicide, suicide, and 
AIDS-related deaths; or non-fatal, such as chronic pain 
syndromes, traumatic injury, or traumatic gynecologic 
fistula. The effect of gender-based violence on women’s 
sexual and reproductive health are well documented 
and may occur through direct pathways, such as when 
women are forced to have sex, as well as through 
indirect pathways, such as childhood sexual abuse that 
sometimes leads to greater sexual risk-taking during 

The Links between Gender-based Violence and 
Sexual and Reproductive Health and HIV/AIDS

adolescence and adulthood. By addressing gender-based 
violence, health programs may be able to enhance their 
effectiveness, may enable women who have experienced 
violence to benefit from existing programs, and may 
prevent the escalation of such violence.

There is a dearth of research exploring links between 
gender-based violence and infectious diseases, apart 
from sexually transmitted infections such as HIV. 
Nonetheless, given what is known about the link 
between HIV and diseases such as tuberculosis, it is 
possible that such relationships may exist. Further 
research in this area is warranted.
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Table 3.  Documented Impact of Gender-based Violence on Sexual and Reproductive Health 
Outcomes, according to USAID Global Health Program Elements

USAID Global Health  
Program Elements Key area  How gender-based violence relates to the achievement of 

USAID’s program elements

USAID Family Planning/
Reproductive Health Element 
 – Advance and support voluntary 
family planning and reproductive 
health programs worldwide

Reduced 
unintended 
pregnancy

Women who have experienced intimate partner violence and/or 
sexual abuse are more likely to

Use family planning clandestinely; 

Have their partner stop them from using family planning; 

Have a partner refuse to use a condom (Garcia-Moreno, 
2002); 

Experience a higher rate of unintended pregnancies 
(Gazmararian et al., 1995; Morrison and Orlando, 2004);

Experience a higher incidence of unsafe abortion (Campbell, 
2002); and

Become pregnant in adolescence (Heise et al., 1999).

●

●

●

●

●

●

USAID Maternal and Child Health  
Element 
– Increased use of key maternal 
health and nutrition interventions  
 
 
 

– Increased use of key child health 
and nutrition interventions

Reduced 
maternal 
mortality  
 
 
 

Improved 
child 
survival

Physical abuse occurs in approximately 4 percent to 15 
percent of pregnancies (Campbell, 2002; Jewkes et al., 2001; 
Muhajarine, 1999).

Abuse during pregnancy poses direct risks to mother 
and child through physical trauma and increased chronic 
illnesses, and indirect risks, including depression, substance 
abuse, smoking, anemia, first and second semester bleeding, 
delay in seeking prenatal care, and poor maternal weight gain 
(Campbell et al., 2004; Amaro et al., 1990; Campbell et al., 
1992; Goodwin et al., 2000; McFarlane et al., 1996; Heise et 
al., 1999).

Women who have experienced physical intimate partner 
violence are more likely to have complications during 
delivery (Morrison and Orlando, 2004).

Intimate partner violence may be more common among 
pregnant women than pre-eclampsia or gestational 
diabetes—conditions routinely screened for in prenatal care 
(Gazmararian et al., 1996; Campbell et al., 2004).

Abuse during pregnancy has been linked to a significant, 
albeit small, reduction in birth weight (Murphy et al., 2001). 

Children of abused women may be more likely to die before 
the age of five (Asling-Monemi et al., 2003).

Children of abused women indicate higher rates of 
malnutrition, as evidenced through higher rates of diarrhea, 
anemia, and lower height for age (Morrison and Orlando, 
2004).

●

●

●

●

●

●

●
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1To “live positively” refers to the ability of HIV-positive individuals to maintain and promote their own physical, psychological, 
and emotional health, along with promoting the health and well-being of others.

Table 3.  Documented Impact of Gender-based Violence on Sexual and Reproductive Health 
Outcomes, according to USAID Global Health Program Elements

USAID Global Health  
Program Elements Key area  How gender-based violence relates to the achievement of 

USAID’s program elements

USAID HIV/AIDS Element 
– Increased use of improved, 
effective and sustainable responses 
to reduce HIV transmission and to 
mitigate the impact of the HIV/
AIDS epidemic

Reduced 
STIs/HIV

Rape can result in HIV transmission. Not only is most sexual 
violence unprotected, but vaginal lacerations and trauma 
increase the risk of transmitting the virus (Jansen et al., 
2002). 

Victims of gender-based violence are more likely to engage 
in risk behaviors, such as injection drug use, which may 
increase their risk of exposure to HIV (Abdool, 2001; Choi 
et al., 1998; Gilbert et al., 2002; Heise et al., 1999; Wyatt et 
al., 2002).  

Intimate partner violence has been shown to be a risk 
factor for STIs, which, in turn, may increase the rate of 
HIV transmission (Bogart et al., 2005; Fonck et al., 2005; 
Lichtenstein, 2005; Thompson et al., 2002).

Victims of gender-based violence are often unable to 
negotiate the use of a condom (Campbell and Soeken, 
1999; Davila, 2002; Davila and Brakley, 1999; Wingood and 
Clemente, 1997).

Proposing the use of a condom may increase women’s risk of  
violence (Gielen et al., 2000; Heise et al., 1999).

Violence or fear of violence may keep women from HIV 
testing and violence may occur as a consequence of testing 
(Gielen et al., 2000; Heise et al., 1999; Maman et al., 2001; 
Maman et al., 2002; Zierler et al., 2000).

Gender-based violence affects HIV-positive women’s ability 
to live positively1 and access care, treatment, and support 
(Gruskin et al., 2002; Lichtenstein, 2006; Liebschutz et al., 
2005; Sowell et al., 1999; Stevens and Richards, 1998).

Alcohol abuse by both men and women is associated with 
women’s increased risk of experiencing gender-based 
violence, as well as HIV infection (Ashley et al., 2006; 
Dunkle et al., 2004; Mackenzie et al., 2007; McDonnell et al., 
2003; Morris et al., 2006; Phorano et al., 2005). 

●

●

●

●

●

●

●

●
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Part I-D

A s is the case for family planning, maternal 
health, and HIV services, work in the area of 
gender-based violence requires careful attention 

to confidentiality, privacy, informed consent, and issues 
of disclosure. Given the potential risks to survivors, 
existing data on “good practice” in this field suggests 
that organizations should follow some basic principles 
when designing and implementing GBV activities. 
Overall, the principle of “doing no harm” should guide 
every decision made. More specific principles include:

Ensure that all activities respect survivors’ safety 
and autonomy first and foremost

Encourage programs and health providers to address 
GBV with clients only after taking the necessary 
steps (sensitization, ongoing training, monitoring) 
to guarantee providers’ appropriate attitudes and 
actions and clients’ privacy and confidentiality.

Encourage programs and providers to inform 
women of their options and to allow them to make 
their own decisions without undue influence from 
providers.

If health organizations are not equipped to address 
gender-based violence directly during medical 
consultations (e.g., for lack of private space), they 
should find other ways to assist clients experiencing 
abuse, for example, by promoting and providing 
information on referral services for victims of 
violence in waiting rooms or bathrooms.

Whenever possible, involve women and 
communities in the design, implementation, and 
evaluation of interventions.

Ensure the relevance and appropriateness of 
interventions to the local setting

Conduct a situational analysis before designing any 
interventions.

Ensure the cultural appropriateness of interventions, 
particularly when adapting activities originally 
implemented in other settings.

•

•

•

•

•

•

Support the collection and dissemination of local 
data for the purposes of sensitization and advocacy 
(using WHO’s ethical guidelines, WHO, 2001).

Employ both a public health and a human rights 
perspective

Use existing data to highlight the magnitude and the 
health effects of gender-based violence.

Do not allow “culture” or “tradition” to be used to 
justify gender-based violence; reframe the issue as a 
public health problem and a human rights violation. 

Challenge norms that view intimate partner violence 
as acceptable (such as men’s right to ‘discipline their 
wives’) or as a private matter.

Promote the idea that human rights are inalienable 
and indivisible; women should have the right 
to live free of gender-based violence under all 
circumstances.

Empower communities to challenge norms that 
condone gender-based violence.

Encourage multisectoral interventions at multiple 
levels

Carry out situational analyses to identify local 
organizations active in the area of gender-based 
violence and to decide strategically on a course of 
action.

Work collaboratively with organizations from various 
sectors (police, judiciary, social support, etc.) and 
with programs focusing on other areas, such as those 
tackling teenage pregnancy, substance abuse, etc.

Support activities at both local and national levels.

Invest in evaluation both for the sake of assessing 
results and for protecting survivors’ safety

Ensure that programs are based on lessons learned 
from the field about best practices (refer to Bott et 
al., 2005 and Guedes, 2004 for detailed information 
on promising GBV initiatives).

•

•

•

•

•

•

•

•

•

•

Guiding Principles 
in GBV Programming
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Monitor and evaluate GBV activities as rigorously as 
possible.

Involve women and other program beneficiaries in 
the evaluation process whenever feasible.

•

•

Document and disseminate lessons learned as widely 
as possible.

•
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NOTE:

The following section addresses “why” and “how” different approaches (community 
mobilization, health services, etc.) might address gender-based violence. It is based on 
currently available information regarding promising interventions in the field.  Although 
specific programs are not discussed in detail in this document, additional information on 
promising interventions can be found in the USAID-commissioned literature review, titled 
“Addressing GBV from the Reproductive Health / HIV Sector: A Literature Review and 
Analysis” (Guedes, 2004) http://www.prb.org/pdf04/AddressGendrBasedViolence.pdf.

While health service delivery programs have a key role to play in responding to GBV and 
mitigating its effects, other approaches—such as community mobilization and communication 
for social and behavior change—may be better suited to preventing violence against women in 
the first place and reducing overall levels of GBV in the longrun. With this rationale in mind, 
the sequence in which topics are presented is intended to draw attention to the 
strategies that show the most promise in the area of prevention. 
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Community Mobilization Programs

Reasons WHY community mobilization 
programs should address gender-based 
violence

Studies suggest that norms about gender and the 
acceptability of violence greatly influence the 
prevalence of gender-based violence. For example, 
in various countries, DHS data show that men and 
women believe that husbands are justified in beating 
their wives if they disobey them and/or refuse sex 
(Kishor and Johnson, 2004). Even in settings without 
such open support for violence against women, society 
often blames and stigmatizes women—rather than 
male perpetrators—for physical and sexual violence. 
Community mobilization strategies offer promising 
ways to prevent GBV by changing community norms 
about gender and the acceptability of violence.

Community mobilization strategies also offer an 
important way to improve the community response to 
gender-based violence once it occurs. First, in many 
countries, violence within the family is considered a 
private affair in which outsiders should not intervene. 
These norms prevent service providers from offering 
appropriate assistance to survivors; they also prevent 
women from seeking help from family, friends, and 
other community members. A second reason why 
community mobilization is essential for improving 
the response to violence is that service-providing 
organizations need to collaborate with one another and 
with the broader community to ensure that referral 
networks are in place and that women can access a 
range of services of adequate quality, such as emergency 
shelter, medical care, counseling, police protection, and 
economic assistance among other services.

HOW community mobilization programs 
can address gender-based violence

1)	Support activities that integrate community 
mobilization around GBV into existing health 
and development programs. Because women’s 

Selected reasons why community 
mobilization programs should address 
gender-based violence

GBV prevention depends on changing community 
norms about gender equality and the acceptability 
of violence against women; interventions targeted 
at individuals are not enough.

Community mobilization programs can change 
violence-related attitudes and behaviors and 
promote more equitable relationships between 
men and women.

GBV prevention requires that society hold 
perpetrators accountable rather than blame the 
victim.

Ensuring a comprehensive service response 
often requires mobilizing coalitions and referral 
networks of service providers in the community 
to work together. 

Changing norms is essential for helping survivors 
get help from families and community services. 

Community mobilization programs have the 
potential to improve women’s economic 
empowerment—another long-term strategy for 
preventing gender-based violence.

●

●

●

●

●

●

vulnerability to violence is often tied to their broader 
social, economic, and political status, programs that 
work on women’s health and empowerment have the 
potential to contribute to the prevention of gender-
based violence, or at least to improving the community 
response to GBV. A growing body of evidence suggests 
that HIV programs should explicitly take gender-based 
violence into account as a way to address both issues 
(see for instance Dunkle et al., 2004; Garcia-Moreno 
and Watts, 2000; Maman et al., 2000), and there are 
opportunities to incorporate gender-based violence 
interventions within maternal health and other 
reproductive health programs. 

2)	Support programs that seek to reduce tolerance 
for GBV at the community level by working with 
boys and men. Evidence suggests that one of the most 
promising ways to reduce communities’ tolerance 
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for gender-based violence is to promote nonviolence 
and gender-equitable norms among boys and men. 
Promising initiatives in this area (such as Men as 
Partners, Raising Voices, and Stepping Stones, all 
profiled in Guedes, 2004) point to several lessons 
learned (for an assessment of programs, see Barker, 
Ricardo, and Nascimento, 2007). For example, 
changing norms may be easier among boys and young 
men when norms are not as deeply set. Second, 
programs appear to have more success when they 
emphasize positive benefits of gender equity rather than 
relying solely on shame and other negative messages. 
Some small-scale community mobilization programs 
have reported success at changing the behavior 
of violent men through social sanctions from the 
community. For example, the Stepping Stones program 
in the Gambia (Shaw and Jawo, 2000) and ReproSalud 
in Peru (Rogow and Bruce, 2000), found qualitative 
evidence that their programs had reduced intimate 
partner violence in select communities. However, these 
programs achieved these results—not through negative 
messages alone—but by carefully working to build 
support among men for nonviolence and by creating 
opportunities for community-wide dialogue among 
women and men about their concerns.

3)	Support programs that mobilize a broad cross-
section of the community at the grassroots level. 
Community mobilization programs are more likely 
to be effective when they reach out to all parts of the 
community (women, men, youth, and children), as 
well as different community organizations (village 
health councils, religious and traditional leaders, 
sports groups, police, schools, NGOs, faith-based 
organizations, etc.). Rather than imposing solutions 
from the outside, programs can work with communities 
to understand the patterns and consequences of 
violence against women and develop their own 
strategies for preventing and responding to GBV. 

4)	Support efforts to mobilize partnerships among 
community leaders, government officials, and NGOs 
to address GBV at the community level. Program 
experiences from diverse settings highlight the 
importance of enlisting local leaders (both formal and 
nonformal) in the effort to develop community-wide 
strategies for addressing GBV. Collaboration between 
civil society and local governments can be essential for 
both improving the community response to violence 
and helping to reduce levels of violence in the long 

run (Michau and Naker, 2004). In some settings, 
(e.g., Costa Rica, South Africa, Uganda), programs 
have produced promising results by building formal 
or informal networks, coalitions, and task forces at the 
local or national levels (e.g., Bott et al., 2005). Such 
networks can produce or advocate for legislative and 
policy reform, increase public and private investment 
in GBV programming, develop referral networks, 
build support for institutional reforms, ensure a 
more comprehensive service response to survivors, 
and facilitate awareness-raising among the broader 
community.

5)	Support community mobilization efforts to improve 
survivors’ access to services. Community-based 
programs can facilitate women’s access to services by 
first mobilizing community organizations to provide a 
better response to gender-based violence (e.g., such as 
shelters, counseling, medical care, police protection, 
economic assistance, or other types of social services), 
and second, raising awareness among the community 
about the services that exist for survivors of violence. 
Large-scale campaigns to encourage women to seek 
help should not be launched before ensuring adequate 
community resources for survivors of GBV, lest women 
be stigmatized and blamed rather than supported. Steps 
for improving the community response may include:

Create a supportive community environment where 
women feel safe seeking help;

Identify existing community resources, including 
gaps;

Improve the capacity of existing institutions—
informal and formal (including NGOs)—to respond 
to women who experience violence;

Strengthen partnerships among organizations; and

Disseminate information about existing services 
through community groups, advertising campaigns, 
and referral mechanisms (including hotlines where 
the infrastructure permits).

6)	Provide long-term financial support to give 
community mobilization activities enough time to 
produce change and document results. Mobilizing the 
community to reduce violence against women requires 
a long-term commitment to changing deeply held 
beliefs and behaviors. Donors need to commit enough 
funds over several years to achieve meaningful change 

•

•

•

•

•
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in a community. Community mobilization programs 
also need time to evaluate their progress and document 
evidence about what does and does not work. 
Estimating an appropriate timeframe for such programs 
is challenging given that many factors influence the 
time needed to produce sustainable change, including 
geographic size of the program area, population size, 
number of staff, their level of capacity to implement 
the program, level of resistance in the community, 
whether there is adequate and uninterrupted funding, 

willingness of local institutions and community 
members to collaborate, strength of governmental and 
NGO leadership, and so forth. Keeping in mind these 
variables, however, Lori Michau, the coordinator of 
Raising Voices (an NGO with extensive experience 
in this area), estimates that two years would be the 
absolute bare minimum duration for a community 
mobilization program, and three to four years 
would be a more reasonable timeframe (personal 
communication).

Promising initiatives:  Raising Voices

The Domestic Violence Prevention Project was established in 2000 as a partnership among Raising Voices, the National 
Association of Women’s Organizations in Uganda (NAWOU), and ActionAid for the purpose of field testing the 
approach set forth by “Mobilizing Communities to Prevent Domestic Violence: A Resource Guide for Organizations in 
East and Southern Africa.” Due to the success of the project, it became an independent entity in 2003 in partnership 
with Raising Voices and changed its name to Center for Domestic Violence Prevention (CEDOVIP).

This community-based initiative is aimed at preventing domestic violence by working closely and over an extended 
period of time with a cross-section of community members and leaders to change attitudes and behaviors that 
perpetuate violence against women. The program is grounded in a human rights framework. Not only is it based on the 
belief of the right of women to live free of violence, but it also focuses on the collective responsibility to uphold and 
respect this right. 

The process of community mobilization proposed by the project follows five phases:

Phase 1:  Community Assessment to gather baseline information on attitudes and beliefs about domestic violence. 
More than 400 community members participated in interviews, focus group discussions, and questionnaires during 
this phase.

Phase 2:  Raising Awareness of domestic violence and its negative consequences with the community-at-large and 
among key professional sectors, such as health services, law enforcement agents, etc.

Phase 3:  Building Networks of support, action, and strength to empower individuals to take action and make change.

Phase 4:  Integrating Action against domestic violence into daily life and systematically within institutions.

Phase 5:  Consolidating Efforts to ensure their sustainability, continued growth, and progress.

Source: Guedes, 2004. 

●

●

●

●

●
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Community Mobilization Programs  
SHOULD

 
Community Mobilization Programs  
SHOULD NOT

Encourage the participation of all sectors of the 
community in the effort to understand GBV, design 
solutions, and implement and evaluate programs.

Impose solutions or norms from the outside without 
adequate community participation and input.

Mobilize existing structures (local councils, women’s 
groups, mother’s unions, traditional courts, leadership 
committees, etc.) and organizations in the community to 
collaborate on providing a comprehensive response to 
survivors.

Launch campaigns to encourage women to seek assistance 
before community resources are in place to ensure an 
adequate response to survivors.

Engage men as allies in the effort to promote the benefits 
of more equitable gender relationships for the whole 
community and promote positive male models.

Underestimate the importance, the challenge, and the 
time needed to change men’s beliefs about gender norms 
and nonviolence.

Encourage communities to hold perpetrators accountable 
and to challenge norms that tolerate violence against 
women as an acceptable practice.

Use strategies that rely solely on shame, rather than 
on positive messages about gender equity and healthy 
relationships.

Integrate community mobilization strategies against GBV 
into existing health and development projects, such as 
reproductive health and HIV projects.

Underestimate the challenges of forming effective 
partnerships with organizations working on different but 
related issues.

Consider the need to adapt community-based strategies 
that are being imported from other settings.

Overlook socio-cultural norms, religious customs, and 
local practices.

Employ multiple strategies to change community norms, 
including local media and advocacy, local activism, training, 
and communication materials.

Focus on a single strategy that will only reach a limited 
segment of the community.

Make long-term investments in promising activities that 
aim to change community norms.

Expect immediate change in norms and attitudes about 
gender and violence.

In Summary...

Part II-A
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Communication for Social  
and Behavior Change Programs

Reasons WHY Communication for Social 
and Behavior Change (CSBC) programs 
should address gender-based violence

“Communication for Social and Behavior Change” 
(CSBC) encompasses a range of mass media as well 
as interpersonal communication strategies such as 
radio, television, community theatre, workshops, 
magazines, awareness campaigns, posters, flyers, and 
pamphlets. Many health programs have successfully 
used CSBC to address other public health issues, and 
the women’s movement has a long history of using 
communication strategies to address gender-based 
violence (see Drezin, 2001 and Drezin and Lloyd-
Laney, 2003). Moreover, because GBV is closely linked 
to other health issues, evidence suggests that many 
existing health communication campaigns could be 
more effective if they integrated attention to GBV 
into their work, especially those working in the area 
of prevention of unintended pregnancies and HIV 
transmission. Finally, communications work is also an 
important part of other strategies used to address GBV, 
including advocacy with decisionmakers, sensitization 
and training of providers, and community mobilization 
strategies.

HOW Communication for Social and 
Behavior Change programs can address 
GBV 

1)	Support activities that aim to reduce the 
acceptability of violence and that promote a model of 
gender-equitable norms and behaviors. The first step 
in reducing levels of gender-based violence is to change 
norms and attitudes that encourage or tolerate gender-
based violence in the first place. Communication 
strategies can contribute to changing norms and 
attitudes on at least three levels:

At the individual level, CSBC can provide 
information, increase awareness, and shift attitudes. 
CSBC may also influence behaviors including 

•

Selected reasons why CSBC programs 
should address gender-based violence

Raising awareness and changing attitudes, cultural 
and social norms, and behaviors are essential 
for preventing and responding to gender-based 
violence. 

CSBC programs can contribute to improving the 
community response to GBV and to developing 
support systems to facilitate survivors’ access to 
assistance. 

CSBC programs could be made more effective by 
recognizing that many health focus areas—such 
as HIV or family planning—are linked to GBV and 
thus should be addressed simultaneously.

CSBC strategies complement other GBV 
prevention and response activities by changing 
the social environment and raising women’s 
awareness of services.

●

●

●

●

violence by perpetrators (for instance, by promoting 
nonviolent men as positive role models); help-
seeking by survivors; and the compassionate response 
of family, friends, and service providers. 

At the community level, CSBC can influence the 
social and political environment, generate dialogue 
and debate, and influence public policy initiatives.

At the societal or national level, CSBC can influence 
the public discourse and the policy environment 
nationally and internationally.

2)	Support efforts to integrate the issue of GBV into 
existing CSBC programs. Many programs already 
using CSBC strategies to address issues linked to 
gender-based violence, including HIV and family 
planning, can incorporate messages and components 
on gender-based violence into the program’s overall 
activities. Communication programs can also design 
campaigns primarily focused on gender-based violence, 
such as on sexual coercion among young people, 
intimate partner violence, or rape.

•

•
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3) Support efforts to link communication activities 
with other types of GBV activities. Partnerships 
between CSBC efforts and other types of programs 
are essential. For example, they can help audiences 
to find services in the community and build support 
for policy changes. To this end, it is important for 
CSBC programs to establish relationships with other 
organizations in the community or country; and to 
consider carrying out joint activities such as campaigns 
that publicize services or distribute educational 
materials through clinics, schools, and other venues.

4)	Support activities that seek to improve norms and 
attitudes among boys and men. Eliminating gender-
based violence in the long run will only be achieved 
by promoting nonviolent and more gender-equitable 
norms among boys and men. CSBC activities can 
contribute to this end by a) challenging prevailing 
beliefs and norms that contribute to the acceptability 
and perpetuation of gender-based violence, and b) 
influencing boys’ and men’s awareness, attitudes and 
behaviors, including by using mass media to promote 
gender-equitable and nonviolent men as positive role 
models. Within this context, it may be important to 
collaborate with tribal and traditional leaders, as well as 
with faith-based organizations.

5)	Support activities that use multiple media channels 
to address wide audiences, including young people 
and men. The experiences of several promising CSBC 
activities point to the importance of using multiple 
media formats—such as prime-time television drama, 
radio drama, print—to capitalize on each medium’s 
strength and to reach a variety of audiences. They also 
highlight the potential of ‘edutainment’ (see box below) 
to influence social norms among young people before 
attitudes about gender and violence become as deeply 
set as those among adults.

6)	Support investment in rigorous evaluation studies 
of CSBC activities. Although rigorous evaluation 
is important for all types of gender-based violence 
programs, CSBC activities offer a particular challenge 
because of the difficulty involved in measuring long-
term social change. Hence, it is important to support 
well-designed, longer-term evaluations that can advance 
the field by identifying which communication strategies 
work best in addressing different types of gender-based 
violence, as well as by measuring possible unintended 
consequences. (Please refer to section G on monitoring 
and evaluation for further information on evaluation of 
CSBC activities).

Promising initiatives:  “Edutainment”

“Puntos de Encuentro” in Nicaragua and “Soul City” in South Africa are two of the best known examples of 
using “edutainment” to address GBV—a strategy that combines entertainment and education using serial dramas on 
radio and prime-time television, complemented with many other communication strategies. These organizations have 
designed campaigns to raise awareness, model behaviors, change social norms and attitudes, and demonstrate the 
consequences of choices related to a myriad of health and development issues. 

A recent evaluation of Puntos de Encuentro’s project Somos Diferentes, Somos Iguales (SDSI, We are Different, We 
are Equal in Spanish) reveals that exposure to its interventions was widespread. This exposure resulted in a significant 
reduction of stigmatizing and gender-inequitable attitudes; an increase in knowledge and use of HIV-related services; 
and a significant increase in interpersonal communication about HIV prevention and sexual behavior. In addition, 
findings indicate that SDSI played an important role in promoting community-based dialogue on key topics and fostered 
alliances between organizations.

Source: Solórzano et al., 2008 and Guedes, 2004.        

Part II-B
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In Summary...

 
CSBC Programs SHOULD

 
CSBC Programs SHOULD NOT

Support long-term, sustained activities rather than short-
term ones.

Expect profound or sustained effects resulting from short-
term campaigns.

Integrate the issue of gender-based violence into existing 
public health communication programs.

Ignore links between GBV and other health issues 
such as unintended pregnancy and HIV and overlook 
opportunities to integrate the issue of GBV.

Combine mass media communication strategies with 
other strategies such as service provision and community 
mobilization.

Underestimate the effort required to build the 
relationships needed to implement strategies in 
coordination with other social actors and organizations.

Ensure that images and messages are empowering and 
that they do not reinforce stereotypes, such as women as 
“victims” and men as “aggressors.”

Ignore the need to carry out formative research and to 
validate materials with members of the target population 
to avoid unintended/unwanted interpretations.

Support programs that use many different types of media 
channels and formats, including “edutainment.”

Underfund mass media campaigns (such as educational 
soap operas) since they may require a significant initial 
investment. 

Promote partnerships among organizations with 
complementary programs and seek opportunities to fund 
“missing pieces” or activities that complement others.

Support organizations that are unwilling or unable to 
work collaboratively.

Prioritize investments in rigorous, long-term evaluations of 
CSBC activities.

Underestimate the time required to produce complex 
social change regarding GBV.

Support activities that promote changes in norms among 
multiple segments of the population (including men and 
women, adolescents and adults) and other audiences, such 
as teachers, the police, and the justice system.

Use a single set of messages for different target 
populations. Program experience suggests that “One size 
does not fit all.” Instead, if the activity targets multiple 
populations, it needs to tailor specific strategies/messages 
for each group. 
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Health Service Delivery Programs

Reasons WHY health service delivery 
programs should address gender-based 
violence

Healthcare organizations—particularly those working 
in the field of sexual and reproductive health—cannot 
provide the highest quality healthcare to women unless 
they make a commitment to the needs and safety of 
women who experience violence. Moreover, health 
programs that overlook the implications of sexual 
violence and intimate partner violence among their 
clients may inadvertently put women and girls at 
risk of additional violence—for example, by paying 
insufficient attention to confidentiality. 

HOW health service delivery programs 
can address gender-based violence

The main role of health services is to provide for the 
needs of women who have been affected by GBV 
and to assist them in avoiding additional exposure 
to violence. While primary prevention (preventing 
violence before it begins) is equally important as 
treatment, the other approaches described in this 
document (community mobilization, CSBC, etc.) may 
be better placed to tackle GBV prevention.

1)	Use a “systems approach” to improve the 
health service response to GBV. Many healthcare 
organizations have tried to address gender-based 
violence by offering a single training for providers or 
by implementing a single policy change (e.g., requiring 
providers to ask women about violence). Program 
evaluations suggest that these limited efforts often fail 
to improve the healthcare response or fail to produce 
long-term, sustainable change. Moreover, in resource-
poor settings where legal systems are weak and referral 
services do not exist in the community, half-hearted 
measures may do more harm than good. A growing 
body of evidence indicates that the most effective way 
to improve the quality of healthcare for survivors of 
violence is to make changes throughout a healthcare 

Selected reasons why health services 
should address gender-based violence

Gender-based violence is a major cause of 
disability and death among women.

Health programs—including those devoted 
to HIV/AIDS—can be more effective if they 
recognize the reproductive health implications of 
violence against women.

Health providers who do not ask about gender-
based violence may misdiagnose victims or offer 
inappropriate care. 

Health service organizations may be the first 
or only point of contact outside the home for 
women experiencing violence.

Health providers who counsel women and 
provide information may be strategically placed 
to help women get assistance before violence 
escalates. 

Providers may inadvertently put women at 
further risk if they are uninformed or unprepared, 
especially those working in voluntary counseling 
and testing (VCT) and STI diagnosis/partner 
notification (see for instance USAID/Synergy, 
2004).

Addressing GBV can improve the overall quality 
of women’s healthcare by being more attuned to 
their medical and psychological needs. 

Healthcare organizations can raise society’s 
awareness of GBV as a public health problem.

Source: Adapted from Bott et al., 2004.

●

●

●

●

●

●

●

●

organization— a strategy called a “systems approach” 
(Heise et al., 1999). The idea behind the systems 
approach is that gender-based violence has implications 
for every aspect of health services, from the physical 
infrastructure of the clinic (e.g. whether consultation 
rooms are private), to patient flow, staff support, 
supervision and training, and referral networks. In 
fact, changing the professional culture of an entire 
organization may be essential for convincing many 
health workers that violence against women is a health 
concern that should be part of their job.
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Components of a “systems approach” 
(For more details on each of these points, see Table 4 at 
the end of the section.)

An institutional commitment to GBV as a public 
health and human rights issue

Sexual harassment policies

Policies and infrastructure that protect patient 
privacy and confidentiality

Awareness of local GBV laws 

Ongoing training and support for staff

Referral networks to help survivors access legal 
services, counseling, shelters, etc.

Protocols for the care of survivors

Emergency supplies such as STI prophylaxis, 
post-exposure prophylaxis (PEP), and emergency 
contraception (EC), where supported by the 
government

Educational materials on GBV for clients

Data collection systems

Monitoring and evaluation of quality of care

●

●

●

●

●

●

●

●

●

●

●

2)	Support efforts to fully integrate attention to 
GBV within existing health programs. Some health 
programs address GBV by setting up parallel services 
for survivors and limiting physicians’ role to the 
identification and referral of GBV cases. Creating 
separate GBV services may appear easier in the short 
term, but improved quality of care and sustainable 
interventions can only be achieved if programs fully 
integrate attention to GBV into all health services. 
By providing appropriate, ongoing training and 
institutional support, programs can encourage 
providers to consider the implications of gender-based 
violence in all aspects of their practice. Examples of this 
integrated approach include providers who consider 
the possibility that women may be vulnerable to 
violence by their partner when counseling them about 
contraceptive methods, condom negotiation, STI/HIV 
prevention, and prenatal care; providers who consider 
GBV as a possible explanation for conditions such as 
recurrent STIs and for contraceptive discontinuation; 
providers who recognize physical and emotional 
signs of abuse during clinical exams; and HIV VCT 
programs that have policies that acknowledge the risk 
of violence against women following a disclosure of 
a patient’s HIV status. Health programs should also 
be able to provide compassionate emergency medical 
examination and treatment for survivors of GBV, 

including the provision of post-exposure prophylaxis 
for HIV and emergency contraception where supported 
by the government for survivors of sexual violence. 

3)	Support long-term efforts to sensitize and train 
health professionals about GBV. As noted above, 
health professionals need institutional support, 
supervision, incentives, and training to address GBV 
adequately. For various reasons, however, training 
providers has posed particular challenges. For example, 
many health professionals have not been trained 
to recognize violence against women as a public 
health issue, and they often share prejudices and 
misconceptions about GBV common in the wider 
society. Health programs are still learning how to train 
effectively in this area, but the following are some key 
lessons learned: 

Training should be accompanied by a broader 
institutional commitment and performance 
improvement efforts (feedback, supervision, clear 
expectations, etc.) to enhance the health service 
response to GBV as a public health and human 
rights issue.

One-shot trainings are not generally sufficient to 
change providers’ attitudes or practices. Programs 
should provide ongoing, repeated training and 
should train new staff as they are hired.

Selecting the right trainer is crucial. The trainer 
should be knowledgeable about the epidemiology 
of violence; able to present sensitive material in 
nonthreatening ways; familiar with local culture; 
professionally credible in front of physicians; and 
committed to gender equity and human rights. 

Training should start by exploring participants’ own 
beliefs, concerns, and personal experiences regarding 
violence, recognizing that staff may have experienced 
or perpetrated violence themselves.

All staff members should be sensitized/trained—from 
management to administrative staff; professionals 
such as physicians and psychologists may need 
specialized training. 

When possible and appropriate, the issue of GBV 
should be integrated into training on other topics 
such as HIV and sexual education. 

The best way to prepare the next generation of 
health professionals may be to encourage schools of 

•

•

•

•

•

•

•
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medicine, nursing, social work, psychology, and so 
forth to integrate GBV into their curricula.

4)  Support “routine screening” or “routine enquiry” 
policies only when programs have implemented basic 
protections for women’s physical and emotional safety. 
Many healthcare organizations have begun encouraging 
staff to ask women about violence as part of the routine 
medical history—a practice called “routine screening” 
or “routine enquiry.” No randomized clinical trials 
have been done on routine enquiry to clarify whether 
the benefits outweigh the risks. As long as health 
programs can ensure basic protections for women’s 
safety and well being, the potential benefits of early 
identification of violence offer a compelling reason why 
health organizations should ensure that providers have 
the skills and institutional support to offer women safe 
and multiple opportunities to disclose violence to their 
healthcare providers. But one thing that is agreed upon 
is that health organizations must be able to ensure 
basic precautions to protect women’s lives, health, and 
well being before they implement routine enquiry. 

Before implementing routine screening, health 
programs need to ensure the following:

They can protect women’s privacy and 
confidentiality.

Their healthcare providers have adequate knowledge, 
attitudes, and skills.

They have something to offer women who experience 
violence, even if it is limited to providing a 
compassionate response, appropriate medical care, 
information about legal rights and resources in 
the community, and safety planning for women in 
danger.

•

•

•

5)	Support the participation of healthcare 
organizations in broader prevention efforts, referral 
networks, and advocacy campaigns. The main role of 
health services in the area of gender-based violence is 
to respond to women who have already experienced 
violence, to mitigate the negative consequences, and 
to help them find ways to avoid additional violence. 
However, health programs should also look beyond 
their clinic wall in the following ways and for the 
following reasons:

Building referral networks between health, social, 
and legal services in the community can be an 
essential way to facilitate women’s access to services, 
reduce duplication of services, and to identify gaps 
in services for policymakers and donors.

By participating in public policy advocacy 
campaigns, task forces, and other public fora, 
healthcare professionals and organizations can 
encourage policymakers to address gender-based 
violence as a public health problem.

By building links and alliances with broader GBV 
prevention efforts, such as those launched by other 
NGOs, healthcare organizations can raise their 
profile as a resource for women who experience 
violence. 

6)  Encourage health programs to consider economic 
sustainability before launching specialized social 
services for victims (e.g., counseling, support groups). 
In settings where adequate social or legal services 
for survivors do not exist in the community, health 
programs sometimes consider providing specialized 
services, such as legal advice, psychological counseling, 
victim’s advocate services, and other services. Some 
health programs have reported positive experiences in 

•

•

•

The ongoing debate about the comparative risks and benefits of routine enquiry

Some researchers have raised concerns that “routine enquiry” might cause more harm than good in settings where 
few referral services exist, where legal systems are weak, and where negative attitudes and lack of training may prevent 
health providers from responding compassionately when women disclose abuse. On the other hand, some argue that 
“routine enquiry” is an essential way to ensure appropriate, high-quality healthcare for women and to identify women 
in danger of additional violence. Even in resource-poor settings where referral services are not available, asking women 
about violence and responding compassionately may have benefits for women, such as reassuring women that they 
are not to blame; raising women’s awareness about the health risks of violence for themselves and their children; and 
helping women and girls get help before violence escalates. The evidence suggests, therefore, that if health programs 
implement the basic precautions to protect women’s safety as described under the “systems approach,” then it is likely 
that the benefits of screening will outweigh the risks.
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this area (for example, see Bott et al., 2004). However, 
such investments should be done carefully keeping the 
following points in mind:

Health programs should be mindful not to duplicate 
services that already exist or to compete with 
organizations that are better equipped. In some cases, 
it may be better for a health program to strengthen 
other social or legal organizations in the community 
through partnerships, training, and coordinated 
fundraising. 

Health programs should try to identify the most 
economically feasible, cost-effective, and sustainable 

•

•

social services to provide. For example, individual 
psychotherapy services and shelters for battered 
women are extremely expensive approaches that 
are rarely feasible, cost-effective, or sustainable in 
resource-poor settings and may be problematic 
for other social or cultural reasons. In low-income 
countries, some health programs have found low-
cost alternatives, such as support groups for survivors 
instead of individual psychotherapy, or strategies to 
help women find informal safe havens with extended 
family, friends, or volunteers as an alternative to 
formal, stand-alone shelters.

In Summary…

 
Health Service Delivery Programs  
SHOULD

 
Health Service Delivery Programs  
SHOULD NOT

Encourage existing HIV/AIDS and other reproductive 
health programs to address GBV in existing activities.

Overlook the implications of GBV, especially in the area of 
sexual and reproductive health, for instance, within family 
planning counseling and VCT for HIV. 

Support institution-wide efforts to address GBV—the 
“systems approach” (if USAID cannot fund all elements, 
collaborate with public sector agencies, nongovernmental 
organizations, and others actively addressing GBV and fund 
pieces of the system). 

Support one-shot trainings unless they are part of a 
broader institutional effort to integrate concern for GBV 
into women’s healthcare.

Support long-term efforts to sensitize and train health 
professionals, including integrating GBV into the curricula 
of schools of medicine, nursing, etc.

Use trainers who have inadequate experience or who lack 
a commitment to GBV as a public health and human rights 
issue.

Ensure providers acknowledge and listen to women’s 
experiences with GBV in a nonjudgmental and 
compassionate way.

Allow providers and other health services personnel to 
ignore or blame the women who experience violence.

Require programs to protect women’s safety, privacy, and 
confidentiality before launching routine screening policies.

Support routine screening activities unless health 
programs have put in place basic measures to protect 
women’s safety and to offer them assistance.

Invest in research to build the evidence base about 
effective health service interventions.

Fund programs that overlook the existing literature 
on best practices or fail to evaluate the safety and 
effectiveness of efforts.

Support health programs that want to provide certain 
types of social services to survivors in settings where 
alternatives do not exist, as long as they are appropriate 
to the setting, sustainable, and do not supplant services 
provided elsewhere in the community. 

Encourage health programs to invest in services that are 
not economically sustainable.
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Table 4.  Key Elements of a Systems Approach to Improving the Health Service  
Response to GBV
The following table is adapted from Improving the Health Sector Response to Gender-Based Violence: A Resource Manual for 
Health Care Professionals in Developing Countries (Bott et al., 2004).

Key elements Why this element is important

Strengthen the institutional 
commitment to address 
gender-based violence

The overall commitment of an institution can have a powerful influence on the 
professional culture of healthcare organizations. Ideally, senior managers should 
recognize GBV as a public health problem and a human rights violation and support 
the effort to improve the health service response to violence. The work environment 
should promote respect for all staff members, including women and subordinates, and 
demonstrate a commitment to nonviolence with a policy prohibiting sexual harassment 
in the workplace. 

Collaborate with other 
organizations actively 
addressing GBV

Addressing GBV requires multidisciplinary action. Because a single organization may 
not be able to carry out or fund all required steps, institutions need to collaborate to 
assess the existing situation and decide what piece of the puzzle each one can take 
on. The inability to undertake all necessary steps should be a motivating factor to 
collaborate rather than a justification for not addressing the issue.

Strengthen privacy and 
confidentiality for all women 
who come for health services 
through infrastructure 
improvements and clinic 
policies

Privacy and confidentiality are essential for women’s safety in any healthcare setting. 
Breaching confidentiality about pregnancy, HIV status, and other issues may unwittingly 
put women and girls at risk of future violence. Moreover, women need privacy and 
confidentiality to disclose GBV without fearing retaliation. Programs need to ensure 
that consultation rooms cannot be overheard from outside; that clinic procedures do 
not require women to share personal information in public areas, such as the reception 
area; and that policies outline when and where providers may discuss personal 
information about clients.

Improve health workers’ 
and law enforcement’s 
understanding of local and 
national laws and policies 
regarding violence against 
women and the health sector

Both managers and service providers need to be familiar with laws about GBV, 
including what constitutes a crime, how to preserve forensic evidence, how to report 
GBV, whether and how women can obtain protection orders, what women need to do 
if they wish to separate from a violent spouse, and what healthcare providers are legally 
required to do when they detect a case of childhood sexual abuse. This knowledge 
allows health workers to provide accurate information to survivors and to ensure the 
collection of forensic evidence (when applicable). This knowledge may also alleviate 
providers’ concerns about getting involved in legal proceedings.

Improve providers’ knowledge, 
attitudes, and skills through 
sensitization and training

All women’s healthcare providers need to be prepared to respond to disclosures 
of GBV with compassion and skill. Even when providers do not ask about violence, 
women may disclose such experiences voluntarily. Providers who respond poorly can 
inflict great emotional harm or fail to provide essential medical care. Moreover, ignoring 
the possibility that women live with gender-based violence may make it impossible 
for providers to counsel women effectively about contraception, HIV prevention, or 
to treat health conditions such as recurrent STIs. Each institution must decide how 
much training it can afford to provide. At a minimum, staff should understand the 
epidemiology of GBV and the needs of survivors. Organizations should also offer 
emotional support to providers working in the area of gender-based violence.

Strengthen referral networks 
and facilitate survivors access 
to other services

Because it is difficult for a single organization to address all of survivors’ needs, health 
programs should investigate local social and legal services, compile this information for 
health providers, and build referral networks to facilitate survivors’ access. Additionally, 
organizations can consider implementing in-house services, including low-cost 
interventions such as support groups for women and girls, which have been identified 
as an important intervention by survivors. Networks and alliances also allow the health 
sector to play a role in the broader policy debate by raising awareness of violence 
against women as a public health problem.
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Table 4.  Key Elements of a Systems Approach to Improving the Health Service  
Response to GBV

Key elements Why this element is important

Develop or improve 
written institutional policies 
and protocols for caring 
for women who have 
experienced violence

Health programs should develop written protocols for staff that outline how to ask 
about violence, care for women and girls who disclose violence, and refer women and 
girls for specialized services (e.g., see Warshaw and Ganley, 1998; Bott et al., 2004). 
Clear, written policies can reduce the risk of harm to patients posed by negative 
attitudes from staff, especially if they are developed with the participation of frontline 
providers and management. Although many prototypes already exist, such policies work 
best if they are adapted to the particular context of each institution.

Ensure the provision of 
emergency services and 
supplies

Women who experience violence may need emergency services and supplies, including 
first aid, STI prophylaxis (in some settings HIV prophylaxis), forensic exams, emergency 
contraception (where access is supported by the government), and so forth. Health 
programs need to have the necessary supplies and to train providers to use them.

Ensure/improve educational 
materials available to clients 
on topics related to GBV

Displaying and distributing posters, pamphlets, and/or cards about GBV can be an 
important way to indicate the organization’s commitment to combating violence, as 
well as to raise awareness of the problem, educate clients, and inform women about 
their legal rights and where they can turn for help.

Strengthen medical records 
and information systems to 
enable staff to document and 
monitor cases of GBV

Information systems play an important role in the response to GBV. Documenting 
information about violence in medical records may be an important way to ensure 
that women’s medical records are complete, and in some cases may provide evidence 
for future legal proceedings. To protect women’s safety and well being, records need 
to be securely stored. Information systems are also important for monitoring a health 
organizations’ work in the area of GBV. Healthcare organizations can gather service 
statistics on the number of women identified as victims of violence to help determine 
the demand for services.

Ensure adequate monitoring 
and evaluation related to 
GBV

Monitoring and evaluating quality of care is another essential way to ensure that 
health services are responding to violence appropriately. At the level of management, 
administrators should receive ongoing feedback from providers to identify problems 
and ways to improve the services. The input of women who have experienced violence 
can be crucial for successfully refining the design of health services. Programs should 
also make an effort to document unanticipated consequences.
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Health Policy Programs

Reasons WHY health policy programs 
should address gender-based violence

The health sector has enormous potential to influence 
GBV-related laws and policies. Policymakers and 
other segments of society who might not be swayed 
by arguments of women’s rights advocates may be 
motivated to change criminal and civil legal codes 
if health professionals can demonstrate that GBV is 
a serious cause of morbidity and mortality among 
women (and children). Moreover, many laws and 
policies directly or indirectly affect the ability of health 
professionals to address GBV in their daily practice. 
Too often, such laws and policies are badly designed or 
implemented, and the health sector’s participation can 
be essential for crafting more effective public policies. 

HOW health policy programs can address 
gender-based violence

In many parts of the world, there is an urgent need to 
reform and strengthen criminal legislation, women’s 
legal rights as granted by civil legal codes, and police 
and judicial procedures as they relate to gender-based 
violence (see Bott et al., 2005). To varying degrees, all 
these legal and policy reforms have implications for 
women’s health and safety. However, given the focus of 
this document on health, the section below highlights 
the areas of legal and policy reform that are most 
directly relevant for the health sector.

1) Support research and dissemination of research 
findings on GBV. Expanding the knowledge base 
about the magnitude, patterns, and consequences of 
GBV as well as about promising interventions can be 
a powerful way to convince policymakers that violence 
against women is a serious public health problem in 
their community. In many settings, more research is 
needed; in other settings, evidence exists but has not 
been adequately shared with policymakers. Priority 
topics may include research or analysis of data on:

Selected reasons why health policy 
programs should address gender-based 
violence

Health sector operational policies/protocols can 
help standardize appropriate GBV interventions at 
the institutional level. 

Health sector participation in the policy discourse 
is essential for drafting sensible policies and 
approaches and mobilizing resources for the 
health service response to GBV.

The health sector has the ability to reframe the 
policy debate around GBV as a high-priority public 
health and human rights issue, not just a social 
practice.

Health policy organizations can use 
epidemiological research on the magnitude of 
GBV consequences to convince policymakers that 
they should address gender-based violence. 

The justice and health sectors must collaborate 
to ensure a comprehensive service response to 
survivors of GBV.

Flawed civil codes and the inability to exercise 
civil rights can deprive women of the legal tools 
they need to protect the health and safety of 
themselves and their children.

Weak or unenforced criminal legislation helps to 
perpetuate GBV by failing to hold perpetrators 
accountable—with serious consequences for 
women’s health.

●

●

●

●

●

●

●

The prevalence and patterns of different types of 
violence against women;

The consequences of GBV and the help-seeking 
behaviors of women and girls who experience GBV;

Situation analyses documenting weaknesses and 
strengths of existing public policies; and

Evaluation of promising interventions and newly 
implemented public policies and programs.

2)	Support public and private coalitions that design 
and implement GBV public policy approaches. In 

•

•

•

•
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many countries (e.g., Costa Rica, South Africa, and 
the United States), multisectoral coalitions have 
successfully worked to craft better GBV legislation, 
develop more sensible and comprehensive government 
policies, encourage enforcement of existing laws, and 
convince the government to devote public funds to 
implement existing policies. These coalitions work 

Examples of health policy issues related 
(directly or indirectly) to GBV

Promote institutional policies that mandate quality 
care for survivors within public agencies.

Ensure adequate government funding for policies 
and programs.

Develop national plans and policies to promote a 
comprehensive service response to GBV.

Include a response to GBV in national 
reproductive health, HIV, and maternal health 
policies and legislation.

Clarify the legal obligations of healthcare 
providers, including laws that stipulate who can 
provide PEP and EC and who can gather forensic 
evidence.

Improve the medico-legal system. 

Ensure criminal sanctions for perpetrators of 
violence against women and girls.

Strengthen women’s civil rights within marriage.

●

●

●

●

●

●

●

●

best when they include government ministries, 
service-providing agencies, community leaders, law 
enforcement, and survivors themselves.

3)	Support efforts to educate key groups and the 
broader population about GBV as a public health 
problem. Health professionals are strategically 
placed to educate those sectors of society responsible 
for implementing and enforcing laws and policies, 
including police, judges, parliamentarians, public 
health administrators, and others because they can 
reframe gender-based violence as a public health 

problem. In addition, health organizations can promote 
better understanding of the law among their client 
population and the broader community. Examples 
of promising strategies include training workshops 
for law enforcement agents (including police, judges, 
and traditional mediating bodies), conferences for 
parliamentarians, booklets and posters for their clients, 
and mass media campaigns (radio, television) for the 
whole population. 

4)	Support advocacy efforts to change specific laws 
and policies. Activities may include supporting civil 
society groups to work with policymakers to improve 
laws and policies that address GBV. Advocacy efforts 
may also include community-based campaigns for 
specific changes in laws and policies. In addition, 
nongovernmental organizations can research and report 
on the status of laws and policies and monitor the 
extent to which signatory governments have complied 
with international human rights agreements that they 
have signed.

5)	Support efforts to reform and strengthen the 
institutional policies of public agencies. The internal 
policies of publicly funded institutions can have a 
positive or negative impact on the experience of GBV 
survivors who seek help from health services, law 
enforcement, or other institutions. Strengthening 
institutional policies is, therefore, another way to 
address GBV. For example,

Within publicly-funded health services: Protocols 
that mandate and help implement an adequate 
service response to GBV. 

Within law enforcement institutions: Require police 
to help survivors to access forensic exams.

Within educational systems: Require teachers and 
administrators to report emotional, physical, and 
sexual violence against minors to the authorities.

•

•

•
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In Summary… 

 
Health Policy Programs SHOULD

 
Health Policy Programs SHOULD NOT

Support research and promote effective dissemination of 
findings to convince decisionmakers to address GBV.

Underestimate the potential for the health sector to 
change traditional beliefs that condone GBV.

Support public/private coalitions to develop a 
comprehensive service response to GBV.

Exclude survivors and other community groups in public 
policy and advocacy efforts.

Advocate for changes in the criminal and civil code as a 
way of supporting improved public health.

Replicate policies that have proven harmful elsewhere, 
such as requiring healthcare workers to report cases of 
GBV against adult women.

Educate key groups and the broader population about 
GBV as a public health problem.

Exclude health professionals’ contributions to reframing 
violence against women as a serious and widespread 
health problem. 

Use advocacy strategies to ensure that all changes in 
government policies and programs are backed up with 
adequate funding.

Underfund new laws and policies.

Advocate for improving the institutional policies of 
publicly funded agencies, including police, the judiciary, and 
ministries of health.

Overlook the importance of a “systems approach” for 
achieving any type of institutional reform. Changing the 
written policies of a public institution will not produce 
change unless backed up with more comprehensive efforts 
to implement reform throughout various institutions. 
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Youth Programs

Reasons WHY youth programs should 
address gender-based violence

Substantial proportions of girls and young women 
experience physical and sexual violence in nearly every 
geographical setting (Krug et al., 2002). Surveys among 
sexually experienced adolescent girls in countries 
around the world have found rates of forced sexual 
debut ranging from 7 percent in New Zealand to 46 
percent in the Caribbean (Heise and Garcia-Moreno, 
2002), and these rates are likely to be underreported. 
Physical violence by intimate partners often begins 

Selected reasons why youth programs 
should address gender-based violence

Substantial proportions of girls and young women 
experience forced sexual debut, child sexual 
abuse, and other forms of sexual violence in 
virtually every geographical setting.

Physical violence by intimate partners often begins 
within the first years of dating and marriage.

Sexual abuse in childhood and adolescence 
has been linked to a host of poor health 
consequences, including unintended pregnancy, 
abortion, depression, and STI/HIV transmission.

Survivors of sexual abuse face a higher risk of 
substance abuse, multiple sexual partners, and 
inability to negotiate contraception.

Youth reproductive health programs cannot 
assume that sexual activity is always voluntary or 
consensual.

Ignoring gender-based violence can jeopardize the 
effectiveness of interventions, such as prevention 
of unintended pregnancy and STI/HIV.

Youth represents an ideal opportunity for GBV 
prevention because attitudes and beliefs about 
gender norms and violence are still forming.

There is an urgent need to improve the 
institutional response to girls and young women 
who experience violence—particularly sexual 
violence.

Source: Krug et al., 2002.

●

●

●

●

●

●

●

●

within the first few years of dating and marriage, and 
young married women are particularly vulnerable 
in some settings. The consequences of violence and 
abuse for the health and development of girls and 
young women are considerable. For example, sexual 
coercion and abuse has been linked to unintended 
pregnancy, early childbearing, abortion, substance 
abuse, depression, suicide, and STI/HIV transmission. 
Unfortunately, the response from families, schools, 
healthcare providers, law enforcement, and social 
services is often poor or nonexistent.

Many reproductive health programs for youth—
particularly those devoted to preventing unintended 
pregnancy and HIV transmission—often promote 
“responsible” decisionmaking, without acknowledging 
the extent to which sexual and reproductive 
behaviors and outcomes are affected by violence and 
coercion. This should change in order to improve the 
effectiveness of these programs.

Moreover, adolescence is a time in life when attitudes 
and beliefs are still forming, and it appears to be easier 
to change norms and attitudes about gender equity and 
nonviolence among youth than among older women 
and men. Thus, youth represents a major opportunity 
for preventing gender-based violence.

HOW youth programs can address gender-
based violence

1)	Require all reproductive health programming 
for youth to address sexual coercion and abuse. 
Reproductive health programs for youth cannot 
assume that sexual activity is always voluntary or free 
from coercion. Providing information, promoting 
“responsible” decisionmaking, or encouraging 
abstinence alone is not enough given what is known 
about the prevalence and patterns of sexual violence 
among young people. Sexual and reproductive health 
programs need to address gender equitable norms, 
power imbalances within relationships, nonviolence, 
and negotiation skills among both girls and boys. 
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In particular, programs should be sensitive to girls’ 
limited power in cross-generational sexual relationships 
and to the conditions that propel them to engage in 
transactional sex. 

2)	Support activities that improve the family, peer, and 
community environments. Both to prevent gender-
based violence among young people and to improve the 
community response to survivors once violence occurs, 
it is essential to work not only with youth, but also 
with families, schools, healthcare organizations, faith-
based organizations, and other institutions to improve 
the overall environment in which young people live. 
For example, educating the broader community about 
sexual violence and harassment can be a critical way to 
reduce tolerance of sexual violence and harassment in 
the community. Within this context, it is important to 
make efforts to reach out-of-school youth.

3)	Support efforts to promote gender-equitable norms 
and nonviolence among young men. Because gender-
based violence is a learned behavior, targeting boys 
and male youth provides an opportunity to influence 
male attitudes and behaviors before they become 
deeply ingrained. One promising strategy is to promote 
models of behavior and relationships that highlight the 
positive benefits of gender equity for both men and 
women. There is also a need to support action research 
to determine a) how best to target younger boys with 
messages about gender equity and nonviolence; and b) 
how best to prevent at-risk young men (for example, 
those who witnessed or experienced violence as 
children) from becoming aggressors themselves.

4)	Support efforts to empower girls by improving self-
esteem, negotiation skills, economic opportunities, 
and other skills. Programs to empower girls by 
improving self-esteem, negotiating ability, and other 
skills offer another way to prevent gender-based 

violence and to give young women the resources 
they need to seek help when violence occurs. These 
programs may include “life-skills” curriculum, sex 
education that includes negotiation skills training, or 
programs aimed at providing income-generating skills 
and opportunities.

5)	Support efforts to improve the institutional 
response to young survivors of GBV. Efforts are 
needed to improve the response of healthcare providers, 
law enforcement, schools, and social service agencies to 
girls and young women who experience violence. While 
a poor institutional response is often a serious problem 
for adult survivors as well, programs aimed at youth 
may need to address young people’s unique situation, 
including, for example, a) service providers’ discomfort 
with adolescent sexuality; b) economic and emotional 
dependence on parents or in-laws who may or may not 
be supportive of adolescents’ needs; and c) financial 
barriers to care, among others. 

6)	Support efforts to increase the safety of girls and 
young women in educational settings. There is an 
urgent need to address sexual violence within schools 
and universities, including:

Policies and enforcement mechanisms to prohibit 
sexual harassment and abuse of students, including 
zero tolerance for staff who perpetrate such acts;

Efforts to educate school personnel (from faculty to 
administrators) about gender and violence;

Curriculum changes to incorporate the issue of 
gender equity and gender-based violence; and

Other measures to increase the safety of girls and 
young women at schools and on the way to and from 
school.

 

•

•

•

•
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In Summary…

 
Youth Programs SHOULD

 
Youth Programs SHOULD NOT

Require reproductive health programs for youth to 
address GBV, particularly sexual violence.

Design youth programs on the assumption that sexual 
behavior is voluntary, even within marriage.

Work with families, peers, and community organizations to 
improve community attitudes about violence.

Overlook the importance of peers and adults in the lives 
of young people.

Work with girls and boys, and young women and men 
to influence attitudes and norms about gender and 
nonviolence.

Focus exclusively on negative messages about young men; 
instead, emphasize the positive benefits of gender equity 
for both men and women.

Empower girls with self-esteem, negotiation skills, and 
economic opportunities and promote institutional 
structures to support girls.

Work exclusively with girls; it is also essential to influence 
the attitudes of boys, men, and older women.

Improve the institutional response to GBV by addressing 
the particular situation of young people (e.g., social and 
economic dependence).

Assume that service providers will respond 
compassionately to young GBV survivors without training 
in the particular needs of youth.

Support efforts to decrease sexual violence and 
harassment at schools and universities.

Ignore enforcement of sexual harassment policies even if 
it means taking action against administrators and teachers 
who may have perpetrated such violence.
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Humanitarian Programs

Reasons WHY humanitarian programs 
should address gender-based violence

Armed conflict and natural disasters (such as hurricanes 
and tsunamis) increase the risk of physical and sexual 
violence against women and girls by eroding the legal 
and social structures in society that normally act as a 
protective factor for girls and women and by increasing 
stress and social disruption (e.g., see Enarson, 1998). 
Sexual violence, including rape and sexual abuse and 
exploitation, has long accompanied armed conflict, 
and has been widely used as an organized weapon of 
war in settings such as the former Yugoslavia, Rwanda, 
and Chechnya (Human Rights Watch, 2004; IRC, 
2004). In addition, sexual abuse and exploitation 
within the context of humanitarian emergencies 
(sometimes perpetrated by humanitarian aid workers 
and peacekeepers) is a serious emerging issue.

The consequences of violence against girls and 
women in conflict and disaster situations are 
serious and life threatening, ranging from physical 
and emotional trauma to unintended pregnancies, 
traumatic gynecologic fistula, and sexually transmitted 
infections, including HIV. Access to emergency 
medical, psychosocial, and legal services is therefore 
an urgent priority, in addition to more traditional 
forms of humanitarian assistance such as shelter and 
food. Moreover, survivors of sexual violence in armed 
conflict may face stigmatization that makes it difficult 
to return to their families and communities—an issue 
that humanitarian programs should also help address. 
Humanitarian organizations also have an obligation to 
lower the vulnerability of girls and women to gender-
based violence by giving priority to their physical 
security during the relief phase and by incorporating 
prevention and response to gender-based violence 
into acute emergency planning, as well as long-term 
reconstruction efforts.

Selected reasons why humanitarian 
programs should address gender-based 
violence

In most armed conflict, large proportions of 
women and girls experience sexual violence.

Levels of both physical and sexual violence 
against women are significant during and after 
armed conflict and natural disaster, since these 
events are accompanied by displacement from 
communities and breakdowns in legal and 
traditional social structures. 

Women and girls are among the most vulnerable 
populations in conflict and natural disaster 
settings and, as such, the humanitarian community 
has an obligation to adequately address survivors’ 
urgent needs for medical, psychosocial, and legal 
services.

Humanitarian programs have the potential to 
reduce girls’ and women’s vulnerability to GBV by 
giving priority to their safety and investing in GBV 
prevention and response activities.

Reconstruction efforts need to address the 
stigmatization of sexual violence survivors to 
ensure that they can be reintegrated into their 
communities and ensure the full participation 
of women and girls in the process of developing 
programs during the reconstruction phase.

Women and girls continue to be at risk of gender-
based violence, such as intimate partner violence, 
during the reconstruction phase, when longer-
term prevention strategies are needed.

●

●

●

●

●

●

HOW humanitarian programs can address 
gender-based violence

1)	Ensure that humanitarian organizations comply 
with international guidelines regarding GBV. 
Organizations should be familiar with and should agree 
to comply with international guidelines and codes 
of conduct as described in key documents from the 
United Nations Secretary General and the Inter-Agency 
Standing Committee (United Nations, 2003; IASC, 
2005).
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2)	Support humanitarian efforts that implement 
the minimum initial service package (MISP) 
at the onset of each humanitarian crisis. MISP 
is an internationally recognized series of actions 
designed to meet the reproductive health needs of 
populations affected by conflict or natural disaster 
in the acute emergency phase. The package includes 
activities aimed at preventing and responding to 
the consequences of sexual violence (RHRC, 2004), 
including ensuring an appropriate medical response 
to survivors of sexual violence and monitoring the 
number of cases of sexual violence reported to health 
services, security officers, and so forth. This includes 
training key staff on the clinical management for 
treatment of rape victims; development of a basic 
protocol and provision of appropriate treatments, 
including emergency contraception in cases of rape 
(where access is supported by the government); and 
post-exposure prophylaxis for HIV. The MISP also 
includes a framework for planning for the provision of 
comprehensive reproductive healthcare in humanitarian 
situations. Given the close link between harmful 
reproductive health consequences and GBV, access 
to these services is critical to survivors of all types of 
gender-based violence. 

3) Ensure that humanitarian organizations collaborate 
to avoid gaps when addressing GBV. From the 
outset of any humanitarian intervention, all sectors 
and agencies should collaborate to prevent gaps in 
addressing gender-based violence. Coordination is 
important for organizations working on gender-based 
violence in any setting, but it becomes indispensable in 
situations of conflict or natural disaster. Even though 
an agency may only be able to address one particular 
area—for instance, health—that agency must engage 
and coordinate with other sectors.

 4) Ensure that all programming for humanitarian 
assistance addresses GBV. Donors and humanitarian 
organizations need to address gender-based violence 
within all areas of their work. Programs should target, 
for example, a) measures to protect women’s safety and 
rights; b) actions for addressing violations of women’s 
rights; and c) services to meet the needs of girls and 
women who experience gender-based violence (IRC, 
2004). Programs should develop an approach that 
addresses at least one of the above mentioned levels of 
GBV programming in a context-appropriate manner. 
Given that many service-delivery agencies do not 

have extensive experience in the area of gender-based 
violence, humanitarian organizations need to ensure 
that their personnel receive appropriate GBV training. 

5) Ensure that humanitarian agencies give priority to 
girls’ and women’s safety and security. In recent years, 
much has been learned about how to improve girls’ 
and women’s safety in humanitarian settings. Examples 
include: a) all distributions (food and other necessities) 
should be organized with the active participation of 
women in the community to prevent men from using 
exclusive control of resources for sexual leverage over 
women and girls; and b) refugee camps should be 
designed with active participation of women and laid 
out in ways that protect women’s physical security (for 
example, ensuring adequate lighting, safe locations of 
latrines, access to water and firewood sources that are 
not isolated and distant). These experiences should 
be taken into account when designing camps and 
mechanisms for assistance and require the sensitization 
and involvement of all sectors such as water/sanitation, 
camp management, and others. Additionally, programs 
should be encouraged to identify traditional structures/
cultural systems that could be drawn upon to protect 
women and to support those who speak out against 
violence.

6) Integrate GBV health response into all primary 
healthcare and HIV/AIDS services. Given the levels 
of gender-based violence in situations of conflict and 
natural disasters, existing health services need to be 
adequately prepared to address survivors’ needs. This 
includes adequate training in the clinical management 
of rape, development of written protocols for caring 
for survivors (including the provision of post-
exposure prophylaxis and emergency contraception, 
where supported by the government), protections 
for privacy and confidentiality, and other measures 
previously discussed in the health service section of this 
document.

7)	Support innovative efforts to pilot and evaluate 
GBV activities in natural disasters. Little is known 
about the best way to respond to gender-based violence 
following natural disasters, and there is still a lot to 
be learned about how best to address GBV in conflict 
affected areas. Therefore, there is a need to fund and 
evaluate new approaches. One creative effort was 
launched by an NGO called “Puntos de Encuentro” 
in response to increased gender-based violence in 
Nicaragua following Hurricane Mitch. They organized 
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an information campaign using multiple media 
channels to transmit one simple message—“Violence 
against women is one disaster that men can prevent.” 

8)	Support programs that change and adapt as 
situations stabilize. During the emergency phase 
of man-made or natural disasters, activities may 
be primarily response-driven. Once the situation 
has stabilized, however, and reconstruction work is 
underway, humanitarian programs should adapt their 
work—for example by emphasizing prevention and 
local capacity building. 

Selected roles of different sectors in preventing and responding to GBV in 
humanitarian settings

The health sector should be able to:

Provide compassionate emergency medical examination and treatment for survivors of GBV, including the 
provision of post-exposure prophylaxis and emergency contraception where appropriate and supported by the 
government, for survivors of sexual violence.

Facilitate girls’ and women’s access to other services in the community through referrals.

Collect forensic evidence (ensuring women’s safety) when appropriate and provide testimony when needed.

Raise awareness of the health consequences of gender-based violence in the community.

Social services should be able to:

Provide emotional support through culturally appropriate and sustainable mechanisms.

Promote girls’ and women’s safety, including by offering survivors safe haven when possible.

Offer income-generation and skills-building opportunities and training to women and girls (and ensure that men 
do not have control over the resources generated).

Conduct community-based education on GBV prevention and availability of services, targeting key stakeholders.

The legal sector should be able to:

Provide free or low-cost legal assistance and representation to survivors.

Train law enforcement agents, including peacekeepers and members of the judiciary.

Advocate for the revision of laws and policies that reinforce gender discrimination and violence.

Raise awareness of existing legislation.

The security sector should be able to:

Implement a zero tolerance policy for police, military, and peacekeeping staff who perpetrate GBV.

Ensure that refugee camps are designed to ensure the physical safety of its inhabitants, particularly of girls and 
women.

Build or rebuild law enforcement capacity to assist survivors of GBV without further victimization.

Conduct community policing and education.

Source:  Adapted from Ward, 2002.

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

9)	Support rigorous monitoring and evaluation of 
GBV activities in humanitarian settings. Although the 
lack of evaluation is felt in most GBV programming, it 
is even more accentuated in programs working within 
humanitarian settings. Improved data collection is also 
needed and could include conducting comprehensive 
baseline assessments at the onset of humanitarian 
programming; creating standardized reporting methods 
across sectors (health, psychosocial, police); and 
developing methods for sharing and analyzing data. 
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In Summary…

 
Humanitarian Programs SHOULD

 
Humanitarian Programs SHOULD NOT

Promote the use of key guidelines and compliance with 
established standards for prevention and response to GBV 
in humanitarian emergencies.

Delay compliance with international standards or 
“reinvent the wheel” by trying to develop their own 
standards.

Promote coordinated action among all humanitarian 
agencies in the area of GBV.

Allow gaps in services to develop in humanitarian settings.

Ensure that all humanitarian assistance addresses the 
implications of GBV, including girls’ and women’s safety 
and security.

Ignore the safety and security of girls and women in 
emergency situations. For example, do not collect forensic 
evidence if this could endanger women.

Integrate a better response to gender-based violence into 
primary healthcare and HIV services.

Overlook the importance of implementing the “Minimum 
Initial Service Package,” including services for survivors of 
sexual violence.

Ensure that humanitarian agencies adapt their work 
as emergency situations stabilize and enter the 
reconstruction phases.

Underestimate the need for long-term funding for GBV 
activities during the reconstruction phase.

Prioritize the need to help survivors of sexual violence 
overcome stigmatization and return to their families and 
communities when possible.

Neglect the counseling needs of returning military, who 
have been exposed to high levels of violence and conflict, 
as they adjust back to their communities.

Ensure that all staff are trained and adhere to a code of 
conduct. 

Overlook the need for managers of humanitarian 
programs to implement a zero tolerance policy regarding 
perpetration of gender-based violence by staff.
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Monitoring and Evaluation

Reasons WHY USAID-funded programs 
should invest in monitoring and evaluation 
of GBV interventions

Over the past two decades, donors have funded a large 
and growing number of programs aimed at preventing 
and responding to gender-based violence in developing 
countries. Unfortunately, few have been rigorously 
evaluated. The implementation of sound monitoring 
and evaluation (M&E) techniques will help the 
development field as a whole identify the most effective 
programmatic approaches that are most worthy of 
replication and scale-up. Therefore, investment is 
needed to build a stronger evidence base to allow 
informed decisions about GBV programming and to 
ensure that the health and safety of girls and women 
are protected throughout health sector programming 
more generally.

HOW USAID-funded programs can invest 
in monitoring and evaluation 

1)	Support efforts to improve research and evaluation 
methods related to GBV. Because GBV is a relatively 
new area of focus for the health sector, there is a need 
to improve and standardize the indicators, research 
methods, and data collection tools used to evaluate 
many types of GBV interventions:

a.	 Develop valid and reliable indicators. Indicators 
are valid to the extent that they clearly and directly 
measure the results they are intended to measure. 
Therefore, indicators should always be field-tested. 
Researchers have made progress in measuring levels, 
types, and severity of gender-based violence. Less 
work has been done on standardizing indicators 
to measure the impact of GBV interventions 
on women’s health and well-being, particularly 
as interpreted by women themselves (clients’ 
perspectives). In addition, particular attention 
needs to be paid to the measurement of unintended 
consequences of GBV interventions.

Selected reasons why USAID-funded 
programs should address gender-based 
violence

Need to expand the knowledge base about 
effective ways to prevent and respond to 
gender-based violence, particularly in developing 
countries. 

Need to improve program designs to ensure that 
GBV interventions benefit women, as intended.

Monitoring and evaluation of GBV in all health 
programs can help to fix flaws in program design 
that may be inadvertently placing girls and women 
at increased risk of violence.

Policymakers and donors need more scientific 
information about which approaches to GBV 
actually work to ensure that they are making wise 
investment choices.

●

●

●

●

b.	 Develop better evaluation study designs and tools. 
There are challenges related to study designs and 
data collection tools for evaluating GBV programs. 
Careful attention must be paid to baseline data 
collection and clear definition of the intervention 
population. Most often, evaluation designs are able 
to attribute association between variables rather than 
causality. For example—because many programs 
focus on knowledge and attitudes toward violence, 
their evaluations are designed to measure changes 
in attitudes related to GBV. It is important to 
note that attitudes measure levels of tolerance/
acceptability of GBV and cannot be predictive of 
who will perpetrate violence or where violence levels 
are likely to be higher. 

c.	 Improve understanding of what constitutes “success.” 
Success should always be defined based on the 
goals and methodologies of the intervention at 
hand. For example, reduced levels of violence 
would seem like obvious measures of success in the 
area of prevention, but if the intervention focuses 
on decreasing community acceptance for GBV, 
“success” should be measured along changes in 
attitudes that tolerate GBV. In addition, a measure 
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of success should also consider that a short-term 
increase of GBV could be the effect of increased 
awareness and reporting of cases. Evidence suggests 
that long-term reductions in GBV sometimes 
occur only after short-term increases—both 
for individuals (Sullivan and Bybee, 1999) and 
communities (Jewkes, 2002). At the community 
level, empowering women—an important factor in 
long-term prevention efforts—may create a violent 
backlash from men trying to enforce traditional 
gender norms. Hence, short-term levels of violence 
may not be a useful way to determine whether a 
program has achieved success. 

2)  Require all GBV programs to have a strong M&E 
component. Too often, programs are designed and 
implemented with M&E only as an afterthought. 
Regardless of the type of GBV intervention, programs 
should be required to incorporate the following into 
their work before they begin a new project:

a.	 Identify results-oriented objectives. Program 
objectives should explicitly state intended results 
and should capture what it would mean to achieve 
success—even at the intermediate level. For 
example, instead of objectives such as “to train 20 
doctors in the area of GBV,” programs should use 
“results-oriented” objectives such as “to improve 
the GBV knowledge and intervention skills of 20 
doctors.” If the objective is to improve the quality 
of care for those affected by GBV, then indicators 
of quality should be developed, measured, and 
used for evaluation (see Table 5). Without results-
oriented objectives, programs generally have 
difficulty evaluating their work. 

b.	 Ensure comparable baseline and follow-up data 
collection. Instead of relying only on “needs 
assessments” or “situation analyses,” programs 
should also devote resources to gathering baseline 
data that can be used to measure quantitative 
indicators of change over time. Retrospective 
evaluations are inherently limited and usually 
inadequate.

c.	 Include data collection on the perspectives of women 
and/or GBV survivors as part of the evaluation 
plan. Depending on the type of program, gathering 
data on women’s own perspectives—and when 
possible, the perspectives of GBV survivors—is 
an essential way to understand the quality and 
effectiveness of any GBV intervention. 

d.	 Devote a significant portion of the budget to 
monitoring and evaluation. High-quality evaluation 
costs money, and programmers often hesitate 
to divert scarce program funding to evaluation. 
Substantial investment should be devoted to 
rigorous monitoring and evaluation. As a rule of 
thumb, programs should allocate 10 percent of 
their total budget to monitoring and evaluation 
efforts. This can include paying external evaluation 
consultants or including line items for full-time 
evaluation staff.  
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Table 5.  Examples of Objectives and Indicators for Different Types of GBV Programs

As discussed above, few standardized indicators have been widely accepted as reliable measures of effectiveness in the area of 
GBV programming. Ideally, reported levels of violence would be the ultimate outcome; however, for methodological reasons, 
most programs rely on intermediate indicators. The examples below have been used in some form in programs. Some of 
these are limited in scope as to what is measured; for example, it is unclear whether changes in reported attitudes translate 
into behavior change or merely reflect changes in what respondents consider to be socially acceptable answers. However, they 
provide illustrative examples of indicators to be included in USAID-funded programs that address GBV.

Type of program Results-oriented 
objectives

Examples of indicators that have been used 
in the field

Community 
mobilization

Reduce community 
tolerance for violence 
against women 

Proportion of survey respondents who say that wife-
beating is considered an acceptable way for husbands to 
discipline their wives in their community (under specific 
circumstances).

●

Improve the 
community response 
to violence

Proportion of respondents who say they would assist a 
woman being beaten by her husband (could be asked of 
anyone about women in their extended family, of police 
about women who lodge a complaint, or of judges who 
preside over cases before the courts, etc.) versus those 
who say that intimate partner violence is a private matter 
between a couple and others should not intervene.

Number and types of organizations equipped to provide 
services to survivors of violence in the community; 
numbers of survivors who receive services over a 12-
month period; perspectives of survivors about the quality 
of services, benefits, and risks of those services. 

●

●

Communication for 
social and behavior 
change

Improve attitudes and 
behaviors (of specific 
groups)

Proportion of respondents who say that men cannot be 
held responsible for controlling their sexual behavior (or 
other specific attitude or behavior depending on the local 
situation and the focus of the intervention).

Proportion of men or women among beneficiary group 
who believe that violence (specify behavior) is not an 
acceptable way of dealing with intimate partners.

●

●

Health service delivery Improve the quality 
of health services for 
survivors of GBV 

Qualitative perspectives of women generally/survivors 
about the quality of the services received, the benefits, and 
the risks of those services (gathered through focus groups/
in-depth interviews, respectively).

●

Strengthen privacy 
and confidentiality 
within health clinics

Proportion of clinics with private consultation areas that 
cannot be overheard or seen from outside; have written 
confidentiality policies and secure places to store records; 
collect intake information in public areas; and have a 
majority of providers who follow written confidentiality 
policies. 

●
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Table 5.  Examples of Objectives and Indicators for Different Types of GBV Programs

Type of program Results-oriented 
objectives

Examples of indicators that have been used 
in the field

Health policy Improve laws/policies 
related to GBV

Types of changes in laws or policies related to GBV (could 
be positive or negative); if positive, with some evidence of a 
causal link to program.

●

Improve survivors 
access to legal 
protections accorded 
by law

Proportion of women who know their rights under the law 
(civil and criminal).

Proportion of women who know how to access the legal 
system. 

Perspectives of survivors who have sought to exercise 
specific legal rights about the benefits and harm 
experienced in the process (qualitative).

●

●

●

Youth Improve the 
institutional response 
of schools, health 
clinics, etc., to young 
survivors of sexual 
violence

Proportion of girls who say they would be willing to report 
an experience of sexual violence at their school.

Proportion of personnel in an institution who know the 
policies related to sexual harassment/care for young 
survivors of sexual abuse, etc.

Proportion of personnel in a given institution who report 
compliance with those policies; and who report that other 
staff comply with those policies.

Percent of young survivors of sexual abuse who were 
referred to professional counselors (or legal services) in 
the past 12 months.

●

●

●

●

Improve attitudes 
and behaviors related 
to sexual coercion 
among young men

Proportion of young men who say that they had ever or 
would ever force a girl to have sex if she ‘led him on’ (again, 
the indicator would have to be adapted to local norms, 
attitudes, and documented practices).

Proportion of girls reporting certain types of sexual 
harassment, coercion, or abuse in a given setting over a 
given period of time.

●

●

Humanitarian Reduce sexual 
violence and 
exploitation by UN 
peacekeepers

Proportion of peacekeeping personnel reporting attitudes 
that tolerate sexual violence and exploitation (would be 
more specific).

Proportion of peacekeeping personnel reporting practices 
that tolerate sexual violence and exploitation (would be 
more specific).

Proportion of complaints investigated at different levels 
during a specified period.

Proportion of complaints that resulted in a given outcome 
in a specified period.

Changes in enforcement mechanism (qualitative).

●

●

●

●

●
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3)	Ensure that evaluations of all relevant health 
programs consider the issue of GBV, even if GBV is 
not the main focus of their work. Virtually all health 
sector programming could benefit from paying closer 
attention to the implications of gender-based violence. 
USAID should encourage programs to include 
attention to GBV in their evaluations, even if violence 
is not the primary focus of their work. For example:

a.	 HIV/AIDS testing and counseling programs should 
monitor whether policies and practices minimize 
the risk that female patients experience violence 
from family members after learning their HIV 
status or upon disclosure of their HIV status.

b.	 Reproductive health programs for youth should 
evaluate whether their strategies reduce or 
exacerbate attitudes that condone sexual harassment 
against girls (shown to be a problem in some cases; 
e.g., see Campbell and MacPhail, 2002).

c.	 Programs aimed at empowering women through 
income generation, education, and microcredit 
should evaluate whether they are doing enough to 
minimize the risk that participants will experience a 
violent backlash by male partners.

d.	 Health service delivery programs should evaluate 
whether providers are prepared to care for 

survivors of sexual violence in a compassionate and 
competent way.

4)	Support scientific evaluations of existing GBV 
programs funded by other donors. Many promising 
interventions in the area of GBV prevention and 
response have worked for years without receiving 
sufficient funds for rigorous, longitudinal evaluations. 
USAID could contribute to the field by investing in 
scientific evaluations of promising approaches, such as 
selected programs described in the literature review by 
Guedes (2004).

5)	Invest in intervention research projects specifically 
designed to build the evidence base about effective 
GBV prevention and response strategies. In some 
cases, interventions research projects are needed 
to answer specific questions about effective ways 
to prevent or respond to gender-based violence. 
Such research may contribute to national-level 
decisionmaking or the international debates about best 
practices. For example, well-designed research projects 
such as clinical trials may be able to quell the debate 
over the benefits and risks of routine enquiry within 
health services in developing countries.

For more information on monitoring and evaluation 
related to GBV, see Bloom, forthcoming,  
www.igwg.org.

In Summary…

 
USAID-funded Programs SHOULD

 
USAID-funded Programs SHOULD NOT

Invest in methodological work to improve the indicators, 
study designs, and tools available for GBV evaluation.

Miss opportunities to invest in effective monitoring 
and evaluation of programs that address gender-based 
violence. 

Require all GBV programs to monitor and evaluate their 
work rigorously.

Neglect to devote an adequate proportion of the budget 
to monitoring and evaluation.

Encourage all health programming to evaluate their work 
in light of gender-based violence.

Overlook the possibility that health programs may 
unintentionally increase risk of gender-based violence for 
certain women.

Support scientific evaluations of promising programs 
funded by other donors.

Overlook opportunities to cost-share investments that 
can result in expanding the evidence base of effective GBV 
interventions.

Support interventions research projects to answer key 
questions in the area of gender-based violence.

Consider research a lower priority than program 
implementation/service-delivery activities.

Pa
rt

 II
-G



Pa
rt

 II
-G

PART III

KEY RESOURCES 
AND WORKS CITED



46 Addressing Gender-based Violence through USAID’s Health Programs 

Part II-A



47Key Resources and Works Cited

Pa
rt

 II
I

Key Resources

Academic Research
Bott, S., A. Morrison, and M. Ellsberg. 2005. 
“Preventing and Responding to Violence Against 
Women in Middle-and Low-Income Countries: A 
Global Review and Analysis.” World Bank Policy 
Research Working Paper 3618. Washington, DC: World 
Bank.

Campbell, J.C. 2002. “Health Consequences of 
Intimate Partner Violence.” Lancet 359: 1331–1336.
Available at: http://www.thelancet.com/journals/lancet/
article/PIIS0140673602083368/abstract.

Garcia-Moreno, C. 2002. “Dilemmas and 
Opportunities for an Appropriate Health-Service 
Response to Violence Against Women.” Lancet 359: 
1509–1514. 
Available at: http://www.thelancet.com/journals/lancet/
article/PIIS0140673602084179/abstract.

Guedes, A. 2004. Addressing Gender-Based Violence from 
the Reproductive Health/HIV Sector: A Literature Review 
and Analysis. Washington, DC: USAID, Bureau for 
Global Health.  
Available at: http://www.prb.org/pdf04/
AddressGendrBasedViolence.pdf.

Heise, L., M. Ellsberg, and M. Gottemoeller. 1999. 
“Ending Violence Against Women.” Population Reports 
XXVII (Number 4, Series L, Number 11).  
Available at: http://www.infoforhealth.org/pr/l11/
violence.pdf.

Jejeebhoy S, and S. Bott. “Introduction.” In: Jejeebhoy, 
S., S. Iqbal, and T. Shyam, Eds. 2005. Sex Without 
Consent: Young People in Developing Countries. London, 
Zed Books.

Jewkes, R. 2002. “Intimate Partner Violence: Causes 
and Prevention.” Lancet 359: 1423–1429. 
Available at: http://www.thelancet.com/journals/lancet/
article/PIIS0140673602083575/abstract.

Krug, E.G., L. L. Dahlberg, J. A. Mercy, A.B. Zwi and 
R. Lozano. 2002. World Report on Violence and Health. 
Geneva: World Health Organization. 
Available in Arabic, Chinese, English, Finnish, 
French, Italian, Russian, and Spanish at: www.who.
int/violence_injury_prevention/violence/world_report/
wrvh1/en/.

Mirsky, J. 2003. Beyond Victims and Villains: Addressing 
Sexual Violence in the Education Sector. Panos Report 
No. 47. London: Panos Institute.  
Available at: http://www.panos.org.uk/?lid=250.

Newman, J. 2005. Protection through participation: 
young people affected by forced migration and political 
crisis. Oxford: Refugee Studies Centre. 
Available at: http://www.reliefweb.int/rw/lib.
nsf/db900SID/SODA-6C54JJ?OpenDocument.

Shane, B., and M. Ellsberg. 2002. “Violence Against 
Women: Effects on Reproductive Health.” Outlook 
20(1): 1–8.  
Available at: http://www.path.org/files/EOL20_1.pdf.

UNFPA. 2002. “Communication/Behaviour Change 
Tools: Entertainment-Education.” Programme Briefs 
No. 1. New York: UNFPA.  
Available at: http://www.unfpa.org/upload/lib_pub_
file/160_filename_bccprogbrief1.pdf.

Ward, J. 2002. If Not Now, When? Addressing Gender-
Based Violence in Refugee, Internally Displaced, and 
Post-conflict Settings: A Global Review. New York: 
The Reproductive Health for Refugees Consortium. 
Available at: http://www.rhrc.org/resources/gbv/
ifnotnow.html.

Watts, C. and C. Zimmerman. 2002. “Violence 
Against Women: Global Scope and Magnitude.” Lancet 
359: 1232–1237. 
Available at: http://www.thelancet.com/journals/lancet/
article/PIIS0140673602082211/abstract.

Wellesley Centers for Research on Women. 2003. 
Unsafe Schools: A Literature Review of School-Related 
Gender-Based Violence in Developing Countries. 
Washington, DC: USAID, Office of Women in 
Development.  
Available at: http://www.usaid.gov/our_work/
cross-cutting_programs/wid/pubs/unsafe_schools_
literature_review.pdf.

White, V., M. Greene, and E. Murphy. 2003. Men 
and Reproductive Health Programs: Influencing Gender 
Norms. Washington, DC: USAID. 
Available at: www.synergyaids.com/
SynergyPublications/Gender_Norms.pdf.

Tools, Manuals, and Guidelines
Bott, S., A. Guedes, C. Claramunt, and A. Guezmes. 
2004. Improving the Health Sector Response to Gender-
Based Violence: A Resource Manual for Health Care 
Professionals in Developing Countries. New York: 
International Planned Parenthood Federation, Western 
Hemisphere Region. 
Available in English and Spanish at: http://www.
hrhresourcecenter.org/node/1385.

Drezin, J. 2001. Picturing a Life Free of Violence: Media 
and Communications Strategies to End Violence Against 
Women. New York: UNIFEM. 
Available at: http://www.unifem.org/resources/item_
detail.php?ProductID=8. 

Pa
rt

 II
I



48 Addressing Gender-based Violence through USAID’s Health Programs 

Part III

Drezin, J. and M. Lloyd-Laney. 2003. Making a 
Difference: Strategic Communications to End Violence 
Against Women. New York: UNIFEM. 
Available at: http://www.unifem.org/resources/item_
detail.php?ProductID=6.

Ellsberg, M., and L. Heise. 2005. Researching Violence 
Against Women: A Practical Guide for Researchers and 
Activists. Washington, DC: World Health Organization 
and PATH. Available at: http://www.path.org/files/
GBV_rvaw_complete.pdf.

Family Violence Prevention Fund. 2005. Toolkit for 
Working with Men and Boys. San Francisco: Family 
Violence Prevention Fund.Available at: http://toolkit.
endabuse.org/Home.

IASC Task Force on Gender and Humanitarian 
Assistance. 2005. Guidelines for Gender-based Violence 
Interventions in Humanitarian Emergency Settings: 
Focusing on Prevention of and Response to Sexual Violence 
in Emergencies. Geneva: IASC Task Force on Gender 
and Humanitarian Assistance.  
Available in Arabic, Bahasa, English, French, and 
Spanish at: http://www.humanitarianinfo.org/iasc/
content/subsidi/tf_gender/gbv.asp.

Michau, L., and D. Naker. 2003. Mobilizing 
Communities to Prevent Domestic Violence: A Resource 
Guide for Organizations in East and Southern Africa. 
Nairobi, Kenya: Raising Voices. 
Available at: http://www.raisingvoices.org/ 
publications.php.

The POLICY Project. 2006. Responding to Gender-based 
Violence: A Focus on Policy Change Toolkit. Washington, 
DC: The POLICY Project.  Available at: http://www.
policyproject.com/gbv/.

Raising Voices. 2007. SASA! A Film About Women, 
Violence, and HIV/AIDS. Kampala, Uganda: Raising 
Voices.  
Available at: http://www.raisingvoices.org/women/
Sasa_film.php.

Reproductive Health Response in Conflict (RHRC). 
2005. Gender-based Violence in Populations Affected by 
Conflict: A Field Guide for Displaced Settings.  
Available at: http://www.rhrc.org/pdf/Fact%20Sheet%
20for%20the%20Field.pdf.

Reproductive Health Response in Conflict (RHRC). 
2004. Checklist for Action: Prevention & Response to 
Gender-based Violence in Displaced Settings.  
Available at: http://www.rhrc.org/pdf/Checklist.pdf.

Reproductive Health Response in Conflict (RHRC). 
2004. Gender-based Violence Tools Manual for Assessment 
and Program Design, Monitoring, and Evaluation. 
Available at: http://www.rhrc.org/pdf/GBVsingles.pdf.

Reproductive Health Response in Conflict (RHRC). 
2004. Facilitator’s Guide: Multisectoral and Interagency 
Prevention and Response to Gender-based Violence in 
Populations Affected by Armed Conflict.  
Available at: http://www.popline.org/docs/1691/ 
303015.html.

United Nations High Commissioner for Refugees. 
2003. Guidelines for Prevention and Response: Sexual and 
Gender-Based Violence against Refugees, Returnees and 
Internally Displaced Persons. Geneva: UNHCR.  
Available at: http://www.rhrc.org/pdf/gl_sgbv03.pdf. 

Vann, B. 2002. Gender-Based Violence: Emerging Issues 
in Programs Serving Displaced Populations. New York: 
The Reproductive Health for Refugees Consortium 
Global Gender-Based Violence Technical Support 
Project. 
Available in English at: http://www.rhrc.org/pdf/gbv_
vann.pdf.  
French: http://www.rhrc.org/pdf/gbv_emerg_French.
pdf. 
Portuguese: http://www.rhrc.org/pdf/gbv_emerg_
portuguese.pdf.

Warshaw, C., and A.L. Ganley. 1998. Improving the 
Health Care Response to Domestic Violence: A Resource 
Manual for Health Care Providers. San Francisco: 
Family Violence Prevention Fund. 
Available at: http://endabuse.org/programs/display.
php3?DocID=238.

World Health Organization. 2000. Reproductive 
Health During Conflict and Displacement: A Guide for 
Programme Managers. Geneva: WHO. 
Available at http://www.who.int/reproductive-health/
publications/conflict_and_displacement/index.htm.

World Health Organization/United Nations 
High Commissioner for Refugees. 2004. Clinical 
Management of Rape Survivors: Developing Protocols 
for Use With Refugees and Internally Displaced Persons, 
revised edition. Geneva: WHO/UNHCR. 
Available in Arabic, English, and French at:  
http://www.who.int/reproductive-health/publications/
clinical_mngt_rapesurvivors/.

Part III



49Key Resources and Works Cited

Pa
rt

 II
I

Case Studies
Ellsberg, M., J. Liljestrand, and A. Winkvist. 1997. 
“The Nicaraguan Network of Women Against Violence: 
Using Research and Action for Change.” Reproductive 
Health Matters 5(10): 82–92. Full article available in 
English; summaries available in French and Spanish.

Rodríguez, C. “From the Sandinista Revolution 
to Telenovelas: The Case of Puntos de Encuentro, 
Nicaragua.” In Media and Glocal Change. Rethinking 
Communication for Development, edited by O. Hemer 
and T. Tufte. Sweden: NORDICOM, University of 
Göteborg. 
Available at: http://bibliotecavirtual.clacso.org.ar/ar/
libros/edicion/media/30chapter23.pdf.

Singhal, A., S. Usdin, E. Scheepers, S. Goldstein, and 
G. Japhet. 2004. “Entertainment-Education Strategy 
in Development Communication.” Pp. 141–153 in 
Development and Communication in Africa, edited by C. 
Okigbo and F. Eribo. Lanham: Rowman & Littlefield.

United Nations Secretary-General’s Bulletin on Special 
Measures for Protection from Sexual Exploitation and 
Sexual Abuse (ST/SGB/2003/13).  
Available at: http://www.peacewomen.org/un/pkwatch/
discipline/SGreportsexexpApr2004.pdf.

Works Cited

Abdool Q, Karim. 2001. “Barriers to Preventing 
Human Immunodeficiency Virus in Women: 
Experiences from Kwazulu-Natal, South Africa.” 
Journal of American Medical Women’s Association 56(4): 
193–196. 

Amaro, H., L. Fied, H. Cabral, and B. Zuckerman. 
1990. “Violence During Pregnancy and Substance 
Abuse.” American Journal of Public Health 80: 570–589.

Ashley, J., B. Levine, and R. Needle. 2006. “Summary 
of the Proceedings of Meeting on ‘Alcohol, HIV Risk 
Behaviours and Transmission in Africa: Developing 
Programmes for the United States President’s 
Emergency Plan for AIDS Relief (PEPFAR).’” African 
Journal of Drug & Alcohol Studies 5(2): 192–200.

Åsling-Monemi, K., R. Pena, M.C. Ellsberg, and L.A. 
Persson. 2003. “Violence Against Women Increases the 
Risk of Infant and Child Mortality: A Case-Referent 
Study in Nicaragua.” The Bulletin of the World Health 
Organization 81(1): 10–18. 
Available at: http://www.who.int/bulletin/
Monemi0103.pdf. 

Barker, G., and C. Ricardo. 2005. “Young Men and the 
Construction of Masculinity in Sub-Saharan Africa: 
Implications for HIV/AIDS, Conflict, and Violence.” 
Social Development Papers: Conflict Prevention and 
Reconstruction Paper No. 26. Washington, DC: World 
Bank.

Barker, G., C. Ricardo, and M. Nascimento. 
2007. Engaging Men and Boys in Changing Gender-
based Inequity in Health: Evidence from Programme 
Interventions. Geneva: WHO.

Betron, M. and E. Gonzalez. Forthcoming. 
Screening for Gender-Based Violence among MSM and 
Transgendered Persons: A Synthesis and Review of the 
Literature. Washington, DC: Health Policy Initiative.

Bloom, S. Forthcoming. Violence Against Women and 
Girls: A Compendium of Monitoring and Evaluation 
Indicators. Chapel Hill, NC: MEASURE Evaluation.

Bogart, L.M., R.L. Collins, W. Cunningham, R. 
Beckman, D. Golinelli, D. Eisenman, and C.E. Bird. 
2005. “The Association of Partner Abuse with Risky 
Sexual Behaviors among Women and Men with HIV/
AIDS.” AIDS and Behavior 9(3): 325–333. Available 
at: http://www.rand.org/pubs/reprints/2007/RAND_
RP1276.pdf.

Bott, S. and M. Betron. 2005. USAID-Funded Gender-
Based Violence Programming: An Assessment Report for 
the Bureau of Global Health. Washington, DC: United 
States Agency for International Development.

Bott, S., A. Guedes, C. Claramunt, and A. Guezmes. 
2004. Improving the Health Sector Response to Gender-
Based Violence: A Resource Manual for Health Care 
Professionals in Developing Countries. New York: 
International Planned Parenthood Federation, Western 
Hemisphere Region.  
Available in English and Spanish at: http://www.
hrhresourcecenter.org/node/1385.

Bott S., A. Morrison, and M. Ellsberg. 2005. Preventing 
and Responding to Gender-based Violence in Middle and 
Low-income Countries: A Global Review and Analysis. 
World Bank Policy Research Working Paper 3618. 
Washington, DC: World Bank. 
Available in English at: http://www-wds.worldbank.
org/servlet/WDS_IBank_Servlet?pcont=details&eid=00
0112742_20050628084339.

Campbell, C., and C. MacPhail. 2002. “Peer 
Education, Gender and the Development of Critical 
Consciousness: Participatory HIV Prevention by 
South African Youth.” Social Science and Medicine 55: 
331–345.

Pa
rt

 II
I



50 Addressing Gender-based Violence through USAID’s Health Programs 

Part III

Campbell, J.C. 2002. “Health Consequences of 
Intimate Partner Violence.” Lancet 359: 1331–1336. 
Available at: http://www.thelancet.com/journals/lancet/
article/PIIS0140673602083368/abstract.

Campbell, J.C., C. García-Moreno, and P. Sharps. 
2004. “Abuse During Pregnancy in Industrialized and 
Developing Countries.” Violence Against Women 10(7): 
770–789.  
Available at: http://vaw.sagepub.
com/cgi/content/abstract/10/7/770.

Campbell, J.C., and K. L. Soeken. 1999. “Forced Sex 
and Intimate Partner Violence: Effects on Women’s 
Risk and Women’s Health.” Violence Against Women 
5(9): 1017–1035.

Campbell, J.C., M.L. Poland, J.B. Waller, and J. Ager. 
1992. “Correlates of Battering During Pregnancy.” 
Research in Nursing and Health 15: 219–226.

Center for Disease Control and Prevention (CDC). 
2003. “Costs of Intimate Partner Violence Against 
Women in the United States.” Atlanta, GA. 
Department of Health and Human Services, Centers 
for Disease Control and Prevention, National Center 
for Injury Prevention and Control.

Choi, K.H., D. Binson, M. Adelson, and J. Catania. 
1998. “Sexual Harrassment, Sexual Coercion and HIV 
Risk Among U.S. Adults 18–49 Years.” AIDS and 
Behavior 2: 33–40.

Counts, D.A., J.K. Brown, and J.C. Campbell. 1999. 
To Have and to Hit: Cultural Perspectives on Wife 
Beating. Champaign, IL: University of Illinois Press.

Davila, Y.R., and M.H. Brakley. 1999. “Mexican 
American Women in a Battered Women’s Shelter: 
Barriers to Condom Negotiation for HIV/AIDS 
Prevention.” Issues in Mental Health Nursing 20: 333 
–355.

Davila, Y.R. 2002. “Influence of Abuse on Condom 
Negotiation among Mexican-American Women 
Involved in Abusive Relationships” The Journal of the 
Association of Nurses in AIDS Care 13(6): 46–56. 

Drezin, J. 2001. Picturing a Life Free of Violence: Media 
and Communications Strategies to End Violence Against 
Women. New York: UNIFEM. 
Available at: http://www.unifem.org/resources/item_
detail.php?ProductID=8.

Drezin, J., and M. Lloyd-Laney. 2003. Making 
a Difference: Strategic Communications to End 
Violence Against Women. New York: United Nations 
Development Fund for Women. 
Available in English and Russian at: http://www.
unifem.org/resources/item_detail.php?ProductID=6.

Dunkle, K.L., R.K. Jewkes, H.C. Brown, G.C. Gray, 
J.A. McIntyre, and S.D. Harlow. 2004. “Gender-
based Violence, Relationship Power, and Risk of HIV 
Infection in Women Attending Antenatal Clinics in 
South Africa.” Lancet 363: 1415–1421.

Ellsberg, M., R. Peña, A. Herrera, J. Liljestrand, 
and A. Winkvist. 2000. “Candies in Hell: Women’s 
Experiences of Violence in Nicaragua.” Social Science 
and Medicine 51(11): 1595–1610. 

Ellsberg, M., L. Heise, R. Peña, S. Agurto, and A. 
Winkvist. 2001. “Researching Domestic Violence 
Against Women: Methodological and Ethical 
Considerations.” Studies in Family Planning 32(1): 
1–16.

Enarson, E. 1998. Surviving Domestic Violence and 
Disasters. Vancouver, BC: Simon Fraser University 
at Harbour Centre’s Freda Centre for Research on 
Violence against Women and Children.  
Available at: http://www.harbour.sfu.ca/freda/reports/
dviol.htm.   

Fonck, K., L. Els, N. Kidula, J. Ndinya-Achola, and M. 
Temmerman. 2005. “Increased Risk of HIV in Women 
Experiencing Physical Partner Violence in Nairobi, 
Kenya.” AIDS and Behaviour 9(3): 335–9.

Garcia-Moreno, C. 2002. “Dilemmas and 
Opportunities for an Appropriate Health-Service 
Response to Violence Against Women.” Lancet 359: 
1509–1514.  
Available at: http://www.thelancet.com/journals/lancet/
article/PIIS0140673602084179/abstract.

Garcia-Moreno, C., and C. Watts. 2000. “Violence 
Against Women: Its Importance for HIV/AIDS.” AIDS 
14 (Supl. 3): S 253–265.

Garcia-Moreno, C., H.A. Jansen, M. Ellsberg, L. Heise, 
and C. Watts. 2005. WHO Multi-Country Study on 
Women’s Health and Domestic Violence Against Women: 
Initial Results on Prevalence, Health Outcomes and 
Women’s Responses. Geneva: WHO.  
Available at: http://www.who.int/entity/gender/
violence/who_multicountry_study/summary_report/
summary_report_English2.pdf

Gazmararian, J.A., M.M. Adams, L.E. Saltzman, C.H. 
Johnson, F.C. Bruce, J.S. Marks, and S.C. Zahniser. 
1995. “The Relationship Between Intendedness and 
Physical Violence in Mothers of Newborns.” Obstetrics 
and Gynecology 85: 131–138.

Gazmararian, J.A., S. Lazorick, A. Spitz, T. Ballard, 
L. E. Saltzman, and J. S. Marks. 1996. “Prevalence 
of Violence Against Pregnant Women.” Journal of the 
American Medical Association 275(24): 1915–1920. 



51Key Resources and Works Cited

Pa
rt

 II
I

Gielen, A.C., P.J. O’Campo, J.C. Campbell, J. 
Schollenberger, A.B. Woods, A.S. Jones, J.A. 
Dienemann, J. Kub, and E.C. Wynee. 2000. “Women’s 
Opinions About Domestic Violence Screening and 
Mandatory Reporting.” American Journal of Preventive 
Medicine 19(4): 279–285.

Gilbert, L., N. El-Bassel, V. Rajah, J. Foleno, V. 
Fontdevila, Frye, and B. L Richman. 2002. “The 
Converging Epidemics of Mood-Altering Drug Use, 
HIV, HCV, and Partner Violence: A Conundrum for 
Methadone Maintenance Treatment.” The Mount Sinai 
Journal of Medicine 67 (5 and 6): 452–463.

Goodwin, M.M., J.A. Gazmararian, C.H. Johnson, 
B.C. Gilbert, and L.E. Saltzman. 2000. “Pregnancy 
Intendedness and Physical Abuse Around the Time 
of Pregnancy: Findings from the Pregnancy Risk 
Assessment Monitoring System, 1996–1997.” Maternal 
and Child Health Journal 4: 85–92.

Gruskin L., S.J. Gange, D. Celentano, P. Schuman, J.S. 
Moore, S. Zierler, and D. Vlahov. 2002. “Incidence 
of Violence Against HIV-infected and Uninfected 
Women: Findings from the HIV Epidemiology 
Research (HER) Study.” Urban Health 79(4): 512–24. 

Guedes, A. 2004. Addressing Gender-Based Violence from 
the Reproductive Health/HIV Sector: A Literature Review 
and Analysis. Washington, DC: USAID, Bureau for 
Global Health.  
Available at: http://www.prb.org/pdf04/
AddressGendrBasedViolence.pdf.

Hakimi, M., E. Hayati, V. Marlinawati, et al. 2001. 
Silence for the Sake of Harmony. Domestic Violence and 
Women’s Health in Central Java, Indonesia. Yogyakarta, 
Indonesia: CHN-RL GMU. Xvi. Rifka Annisa 
Women’s Crisis Center, Umea University, Women’s 
Health Exchange, Program for Appropriate Technology 
in Health.

Heise, L., M. Ellsberg, and M. Gottemoeller. 1999. 
“Ending Violence Against Women.” Population Reports 
XXVII (Number 4, Series L, Number 11).  
Available at: http://www.infoforhealth.org/pr/l11/
violence.pdf.

Heise, L., and C. Garcia-Moreno. 2002. “Violence by 
Intimate Partners.” Pp 89–121 in: Krug, Etienne et 
al., Eds. World Report on Violence and Health. Geneva: 
World Health Organization. 
Available in Arabic, Chinese, English, Finnish, 
French, Italian, Russian, and Spanish at: www.who.
int/violence_injury_prevention/violence/world_report/
wrvh1/en/.

Heise, L., K. Moore, and N. Toubia. 1995. Sexual 
Coercion and Reproductive Health: A Focus on Research. 
New York: Population Council.

Human Rights Watch. 2004. World Report 2004: 
Human Rights and Armed Conflict. New York: Human 
Rights Watch.  
Available at: http://hrw.org/wr2k4/.

IASC Task Force on Gender and Humanitarian 
Assistance. 2005. Guidelines for Gender-based Violence 
Interventions in Humanitarian Emergency Settings: 
Focusing on Prevention of and Response to Sexual Violence 
in Emergencies. Geneva: IASC Task Force on Gender 
and Humanitarian Assistance.  
Available in Arabic, Bahasa, English, French, and 
Spanish at: http://www.humanitarianinfo.org/iasc/
content/subsidi/tf_gender/gbv.asp. 

International Rescue Committee (IRC). 2004. Gender-
Based Violence Program Strategy: From Service Delivery 
to Social Change. New York: International Rescue 
Committee.

Jansen, H.A., C. Watts, M. Ellsberg, L. Heise, and 
C. Garcia-Moreno. 2002. “Forced Sex and Physical 
Violence in Brazil, Peru and Thailand: WHO 
Multi-Country Results.” Paper Presented at the XIV 
International AIDS Conference, Barcelona.

Jewkes, R. 2002. “Intimate Partner Violence: Causes 
and Prevention.” Lancet 359: 1423–1429. 
Available at: http://www.thelancet.com/journals/lancet/
article/PIIS0140673602083575/abstract. 

Jewkes, R., C. Vundule, F. Maforah, and E. Jordaan. 
2001. “Relationship Dynamics and Adolescent 
Pregnancy in South Africa.” Social Science & Medicine 
52(5): 733–744. 

Kishor, S., and K. Johnson. 2004. “Profiling Domestic 
Violence—A Multi-country Study.” Calverton, 
Maryland: ORC Macro.

Krug, E.G., L. L. Dahlberg, J. A. Mercy, A.B. Zwi, and 
R. Lozano. 2002. World Report on Violence and Health. 
Geneva: World Health Organization. 
Available in Arabic, Chinese, English, Finnish, 
French, Italian, Russian, and Spanish at: www.who.
int/violence_injury_prevention/violence/world_report/
wrvh1/en/. 

Lichtenstein, B. 2005. “Domestic Violence, Sexual 
Ownership, and HIV Risk in Women in the American 
Deep South.” Social Science and Medicine 60(4): 
701–14.

Lichtenstein, B. 2006. “Domestic Violence in Barriers 
to Health Care for HIV-Positive Women.” AIDS 
Patient Care and STDs 20(2): 122–32. 

Liebschutz, J.M., J.L. Geier, N.J. Horton, C.H. 
Chuang, and J.H. Samet. 2005. “Physical and Sexual 
Violence and Health Care Utilization in HIV-infected 
Persons with Alcohol Problems.” AIDS Care 17(5): 
566–578. 



52 Addressing Gender-based Violence through USAID’s Health Programs 

Part III

Mackenzie, C. and K. Kiragu. 2007. “Should 
Voluntary Counseling and Testing Counselors Address 
Alcohol Use with Clients? Findings from an Operations 
Research Study in Kenya.” Horizons Research Update. 
Nairobi: Population Council.

Maman, S., J. Mbwambo, N. M. Hogan, G. P. 
Kilonzo, and M. Sweat. 2001. “Women’s Barriers to 
HIV-1 Testing and Disclosure: Challenges for HIV-1 
Voluntary Counselling and Testing.” AIDS Care 13(5): 
595–603. 

Maman, S., J. Mbwambo, J.C. Campbell, M. Hogan, 
G.P. Kilonzo, E. Weiss, and M. Sweat. 2002. “HIV-1 
Positive Women Report More Lifetime Experiences 
with Violence: Findings from a Voluntary HIV-1 
Counseling and Testing Clinic in Dar es Salaam, 
Tanzania.” American Journal of Public Health 92(8): 
1331–1337.

McDonnell, K.A., A.C. Gielen, and P. O’Campo. 
2003. “Does HIV Status Make a Difference in the 
Experience of Lifetime Abuse? Descriptions of Lifetime 
Abuse and its Context Among Low-Income Urban 
Women.” Urban Health 80(3): 494–509.

McFarlane, J., B. Parker and K. Soeken. 1996. 
“Physical Abuse, Smoking, and Substance Use During 
Pregnancy: Prevalence, Interrelationships, and Effects 
on Birth Weight.” Journal of Obstetric, Gynecologic and 
Neonatal Nursing 5: 313–320. 

Michau, L., and Naker, D. eds. 2004. Preventing 
gender-based violence in the Horn, East and Southern 
Africa: A Regional Dialogue. Uganda: Raising Voices and 
UN-HABITAT, Safer Cities Programme.  
Available at: http://www.raisingvoices.org/ 
publications.php.

Mooney, J. 1993. The Hidden Figure: Domestic Violence 
in North London. London: Middlesex University.

Morris, C., B. Levine, G. Goodridge, N. Luo, and J. 
Ashley. 2006. “Three-Country Assessment of Alcohol-
HIV Related Policy and Programmatic Responses in 
Africa.” African Journal of Drug & Alcohol Studies 5(2): 
170–184.

Morrison, A., and M. B. Orlando. 2004. “The Costs 
and Impacts of Gender-based Violence in Developing 
Countries: Methodological Considerations and New 
Evidence.” Washington, DC: World Bank.

Muhajarine, N., and C. D’Arcy. 1999. “Physical Abuse 
During Pregnancy: Prevalence and Risk Factors.” 
Canadian Medical Association Journal 160: 1007–1011.
Available at: http://collection.nlc-bnc.ca/100/201/300/
cdn_medical_association/cmaj/vol-160/issue-7/1007.htm. 

Murphy, C.C., B. Schei, T.L. Myhr, and J. Du Mont. 
2001. “Abuse: a Risk Factor for Low Birth Weight? 
A Systematic Review and Meta-Analysis.” Canadian 
Medical Association Journal 164(11): 1567–72.  
Available at: http://www.cmaj.
ca/cgi/content/full/164/11/1567. 

Phorano, O.D., K. Nthomang, and D. Ntseane. 2005. 
“Alcohol Abuse, Gender-based Violence and HIV/
AIDS in Botswana: Establishing the Link Based on 
Empirical Evidence.” Journal of Social Aspects of HIV/
AIDS 2(1): 188–202.

Reproductive Health for Refugee Consortium 
(RHRC). 2004. “Minimum Initial Services Package 
(MISP).”  
Available in Arabic, Bahasa, English, French, Russian, 
and Spanish at: http://www.misp.rhrc.org.

Rogow, D., and Bruce, J. 2000. “Alone You Are 
Nobody, Together We Float: The Manuela Ramos 
Movement.” Calité/Calidad/Quality, Number 10. 
Population Council: New York. 
Available at: http://www.popcouncil.org/pdfs/qcq/
qcq10.pdf.

Shaw, M., and M. Jawo. 2000. “Gambian Experiences 
with Stepping Stones: 1996–1999.” Participatory 
Learning and Action Notes 37: 73–78. Available at: 
http://www.iied.org/pubs/pdfs/G01869.pdf.

Solórzano, I., A. Bank, R. Peña, H. Espinoza, M. 
Ellsberg, and J. Pulerwitz. 2008. “Catalyzing Personal 
and Social Change Around Gender, Sexuality, and 
HIV: Impact Evaluation of Puntos de Encuentro’s 
Communication Strategy in Nicaragua.” Horizons Final 
Report. Washington, DC: Population Council.

Sowell R., B. Seals, L. Moneyham, J. Guillory, and 
Y. Mizuno. 1999. “Experiences of Violence in HIV-
seropositive Women in the South-eastern United 
States of America.” Journal of Advanced Nursing 30(3): 
606–15. 

Stevens, P.E., and D.J. Richards. 1998. “Narrative 
Case Analysis of HIV Infection in a Battered Woman.” 
Health Care for Women International 19(1): 9–22. 

Sullivan, C., and Bybee D. 1999. “Reducing Violence 
Using Community-Based Advocacy for Women with 
Abusive Partners.” Journal of Consulting and Clinical 
Psychology 67(1): 43–53.

Thompson, M., I. Arias, K. Basile, and S. Desai. 
2002. “The Association Between Childhood Physical 
and Sexual Victimization and Health Problems in 
Adulthood in a Nationally Representative Sample 
of Women.” Journal of Interpersonal Violence 17(10): 
1115–1129.



53Key Resources and Works Cited

Pa
rt

 II
I

United Nations High Commissioner for Refugees. 
2003. Guidelines for Prevention and Response: Sexual and 
Gender-Based Violence against Refugees, Returnees and 
Internally Displaced Persons. Geneva: UNHCR.  
Available at: http://www.rhrc.org/pdf/gl_sgbv03.pdf.

United Nations Population Fund (UNFPA). 1998. 
“Violence Against Girls and Women: A Public Health 
Priority.” UNFPA Gender Theme Group, Interactive 
Population Center.Available at: http://www.unfpa.
org/intercenter/violence/intro.htm.

USAID/Synergy. 2004. Women’s Experiences with 
HIV Serodisclosure in Africa: Implications for VCT and 
PMTCT: Meeting Report. Washington, DC: USAID. 
Available at: http://www.synergyaids.com/documents/
VCTDisclosureReport.pdf. 

Ward, J. 2002. If Not Now, When? Addressing Gender-
Based Violence in Refugee, Internally Displaced, and 
Post-conflict Settings: A Global Review. New York: The 
Reproductive Health for Refugees Consortium.  
Available at: http://www.rhrc.org/resources/gbv/
ifnotnow.html.

Warshaw, C., and A.L. Ganley. 1998. Improving the 
Health Care Response to Domestic Violence: A Resource 
Manual for Health Care Providers. San Francisco: 
Family Violence Prevention Fund. 
Available at: http://endabuse.org/programs/display.
php3?DocID=238.

WHO. 2002. Multi-Country Study on Women’s Health 
and Life Events Final Core Questionnaire (Version 9.9). 
Geneva: WHO.

World Health Organization (WHO). 2001. Putting 
Women First: Ethical and Safety Recommendations for 
Research on Domestic Violence Against Women. Geneva: 
World Health Organization.

Wingood, G., and R. DiClemente. 1997. “The Effects 
of an Abusive Primary Partner on the Condom Use 
and Sexual Negotiation Practices of African-American 
Women.” American Journal of Public Health. 87: 
1016–1018. 
Available at: http://www.ajph.org/cgi/reprint/ 
87/6/1016. 

Wyatt, G. E., H. F. Myers, J. K. Williams, C. Ramirez-
Kitchen, T. Loeb, J. Vargas-Carmona, L. E. Wyatt, 
D. Chin, and N. Presley. 2002. “Does a History of 
Trauma Contribute to HIV Risk for Women of Color? 
Implications for Prevention and Policy.” American 
Journal of Public Health 92(4): 660–665.

Zierler S., W.E. Cunningham, R. Andersen, M.F. 
Shapiro, T. Nakazono, S. Morton, S. Crystal, M. 
Stein, B. Turner, P. St. Clair, and S.A. Bozzette. 2000. 
“Violence Victimization after HIV Infection in a US 
Probability Sample of Adult Patients in Primary Care.” 
American Journal of Public Health 90(2): 208–15.


